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A review of the literature of the last fifteen years will dis- 
close the extraordinary activity that has been displayed in 
the treatment of malignant disease of the uterus, but a close 
inspection of this material reveals that the greater part of it 
has been directed toward the radical treatment of this dis- 
ease. I would not for one moment wish to be understood 
as criticising any attempts that may be made to éstablish 
upon a secure basis the radical treatment of this grave dis- 
order, but when we study closer the results, we realize that 
in the great majority of cases the patients, when they come 
under our observation, have passt the period when radical 
measures are applicable. This conviction is more and more 
impressing those who are carefully observing the results of 
their work. Indeed, some have become so impresst with 
the serious prognosis of the disease when it involves the 
cervix that they are ready to condemn any suggestion look- 
ing toward radical relief. It cannot be questioned that 
many cases of cervical cancer subjected to hysterectomy 
would have had a longer life had less radical measures been 
employed, but before making the assertion that hyster- 
ectomy should not be done for carcinoma of the cervix, we 
wish to emphasize that the result will depend largely upon 
the variety of disease which may come under our observa- 
tion. In other words, there are two forms of carcinoma of 
the cervix, one of which is rapid in its progress, at an early 
date breaks thru the cervical structure into the paracervical 


‘tissue, and is almost certain to recur, even tho the operator 


may have performed his excision in apparently healthy 
tissue. 

The varieties of cancer to which I would direct special 
attention are: 1. The squamous-cell carcinoma which has 
its origin in that portion of the cervix denominated by the 
Germans as the portio vaginalis, or that portion which pro- 
jects into the vagina and is covered by pavement-cell epi- 
thelium similar to that of the vagina. This portion of the 
cervix has no glands. The disease consists of proliferation 
of epithelial cells which form nests pressing down, invading 
the deeper structures and extending outward toward the 
vagina. In this form of disease we will find the entire cer- 
vix destroyed, and at first sight affording an unfavorable 
prognosis, yet I have seen cases of such a character which 
have survived an operation from five to eight years without 
recurrence. 

The other form of carcinoma is that which has its 
origin in the epithelium lining the cervical canal and the 
glands of this part. This is generally known as the adeno- 
carcinoma of the cervix. It rapidly involves the glandular 
structure. It is slow to have its exit at the external os and 
frequently before the slightest external sign of breaking 
down, we will find that the entire cervix is infiltrated and 
the disease even extending thru the cervix into the para- 
cervical tissue. Anyone who has observed the extensive 
involvement of the cervix from cystic degeneration of its 
glands can appreciate how the disease may make this rapid 
and insidious involvement without having occasioned symp- 
toms that led to alarm. When the first alarming symptom 


occurs, it is found the disease has extended to such a de- 
gree that cure of the patient is beyond our present skill. 

It becomes very important, however, in discussing this 
subject to fix a limit where we shall say that the case is in- 
curable and should not be subjected to a radical operation. 
By radical we mean one of the grave character performed 
with a view to securing the extirpation of the disease and 
in our judgment it should always consist, even in slight 
cases, in an extirpation of the uterus and as much of the 
periuterine tissue as regard for the safety of the bladder 
and ureters will permit. Such an operation should never 


Dr. E. E. Montgomery, of Philadelphia, is one of the most dis- 
tinguisht gynecologists of the world, having attained great eminence 
as a teacher of gynecology in Jefferson Medical College, from which 
institution he graduated in 1874. As an author, too, he has distinc- 
tion—his book on gynecology being one of the most popular in the 
English language. His contributions to American Surgery and Gyne- 
cology have been numerous and always of extremely practical char- 
acter.—Editor. 


be done when it is evident from local examinaton that it 
will not be effective in removing all the disease; in other 
words, when we cannot perform the operation within the 
confines of healthy tissue. Such an operation should not 
be undertaken in squamous-cell carcinoma when it is evi- 
dent that the disease has involved the bladder or the rec- 
tum; where it has extended upon the vagina and presents 
evidences of having penetrated the wall of that canal to in- 
vade the paravaginal tissues laterally. When it is evident 
that the removal of the vagina or a portion of the vagina 


will afford a hope for the extirpation of the disease it should 
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be done even tho the entire cervix is destroyed, because 
this form of carcinoma is the most amenable of all to treat- 
ment. 

The operation should not be done in adenocarcinoma 
of the cervix when it is evident that the disease has extended 
outward, involving the broad ligaments upon either side or 
involving the bladder. Such operations are mutilation 
operations without any benefit to the patient, as the disease 
will spring up rapidly in the raw surfaces left by the opera- 
tion, and the progress of the disease will be more rapid 
than if the disease has been permitted to pursue its normal 
course undisturbed. 

This class of cases is usually very much neglected. It 
comprises the chronic cases; none of our hospitals are open 
to them, and in the majority of cases but little is done be- 
yond the mere attempt to palliate the more serious symp- 
toms. Such cases should not be deserted. Much can be 
done, not only to prolong life, and to delay the progress of 
the disease, but to ameliorate the unpleasant symptoms. 
These patients suffer from the debilitating effect of the hem- 
orrhage, the profuse, offensive discharge, the agonizing 
pain, the absorption from decomposing material, and the 
occurrence of toxine products of decomposition which affect 
the general health of the patient, causing moderate temper- 
ature, disturbance of the digestive tract, want of appetite, 
anemia and rapid debility. The patient presents evidences 
of emaciation, pallor or a straw-colored appearance known 
as “the cachexia.” 

The condition is still further aggravated by the mental 
distress of the patient. In the great majority of cases she 
realizes the almost hopeless character of the disease. Every 
woman as she approaches the menopause has in mind the 
dread of its occurrence. To delay the progress of the dis- 
ease and prolong life we must take in consideration meas- 
ures which shall serve to remedy the distressing symptoms 
which we have already mentioned. 

In order to lessen the hemorrhage, the offensive dis- 
charge and the absorption of toxic products, we must get 
rid of the tissue which is undergoing necrotic change and 
endeavor to get down as near as possible to the zone of 
healthy tissue. This in many cases can be most effectively 
accomplisht by cleansing the surface with the curet, thoroly 
scraping away the diseased tissue, cutting with scissors or 
with knife ragged portions or masses, and then after 
staunching hemorrhage by packing with pledgets of cotton 
or gauze saturated with hot water we may thoroly apply the 
thermo-cautery. In this way bleeding vessels are seared, 
and thru the influence of the heat affecting them, the 
nests of infiltrated tissue which are invading- the healthier 
structure are partially destroyed. Such a plan of procedure 
removes the broken down tissue in which the vessels are 
greatly distended, and from which hemorrhage occurs. The 
necrotic tissue thus removed prevents the continuation of 
the profuse, acrid, irritating, offensive discharge which 
seems to the woman a constant menace and makes her hesi- 
tate about being in the company of those who are dearest 
to her. There is no longer the absorption of the toxine 
products, hence nutrition is greatly improved and her men- 
tal attitude markedly changed. Hope again rises in the 
scale. We realize, however, that without proper attention 
this condition is likely to rapidly recur. 

The improved condition may be greatly prolonged by 
packing the excavated cavity thoroly with iodoform gauze 
which should be removed on alternate days and after thoro- 
ly painting the entire cavity with a strong tincture of iodine, 
be replaced. This plan of treatment seems to encourage 


cicatricial change so that the tissue contracts the cavity 
bounded by a mere shell of the uterus, until it becomes firm- 
ly contracted with scarcely any discharge, and the patient is 
improved in health, strength and general appearance. 

A case which had been subjected to this plan of treat- 
ment came into my office recently and presented so markt 
a change for the better that I did not at first know her. 
She spoke very hopefully of her progress and seemed to feel 
that her chances for cure were excellent. 

Similar results were formerly attained by the sen sug- 
gested by Sims and further perfected by Vandewarker, in 
the use of the chloride of zinc. This consists in the re- 
moval of the diseased tissue with the curet and scissors as 
we. have already suggested, drying the cavity and then 
packing against the diseased surface pledgets of cotton wet 
with a solution of chloride of zinc varying in strength from 
four te eight drachms of the salt to the ounce of water. 
Pledgets of cotton presst out of this solution were, as we 
have already mentioned, packt against the diseased surfaces, 
using the weaker solutions where the cavity walls were 
thinned. Extraordinary care had to be practist, however, 
to guard the healthy surfaces from the destructive influence 
of this drug. Even tho these tampons were well squeezed 
out, the serum of the blood would cause the chloride of zinc 
to be washt out and it would produce its main destructive 
influence near the outlet of the vagina, resulting in very 
extensive cicatrization, sometimes almost obliteration of the 
vaginal canal. The occurrence of this disaster is best pre- 
vented by coating the vaginal walls thoroly with vaseline 
containing a drachm of bicarbonate of soda to the ounce, 
the pledgets to be covered over with dry gauze and then 
with more coated with ointment, and finally a pledget wet 
with a saturated solution of bicarbonate of soda in water. 
The bicarbonate of soda produces a double decomposition 
with the chloride of zinc, rendering the latter inert and in- 
effective as a caustic and thus serves to protect the healthy 
surfaces. 

Various other expedients have been employed with a 
view to the arrest of the disease; thus, the local application 
of carbolic acid, strong caustic agents, such as nitric acid, 
acid nitrate of mercury, and of late the employment of the 
x-ray. While the employment of the x-ray has been ef- 
fective in the treatment of carcinoma involving the external 
s‘ructures, it still remains to be seen whether the ‘cure is a 
permanent one. When we deny that cases are cured until 
after they have survived the radical operation five years, 
we can appreciate the alleged cures by the employment of 
the x-ray have not existed sufficiently long without relapse 
to be able to assert that a cure has been establisht. The 
difficulty in the application of the x-ray into the deeper 
structures particularly the vagina and the uterine cavity, 
have rendered it ineffective for the treatment of malignant 
disease of these structures. : 

In some cases pain is a symptom late in its occurrence, 
in others it occurs early in the development of the disease. 
The plan of treatment we have already suggested for the 
retardation of the progress of the disease is effective in the 
relief of pain. There are many cases, however, in which 
the pain is an essential factor, where the plan of treatment 
we have suggested will be contraindicated ; thus, in cases of 
carcinoma of the cervix which have not made their exit ex- 
ternally and in which the-deeper tissues are being invaded. 
In such cases we are forced to resort early to the employ- 
ment of anodynes.. Anodynes are generally given by (1) 
the mouth, (2) in the form of suppository, (3) enemas intro- 
duced into the rectum, and (4) by hypodermic medication. 
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Of all the drugs for this purpose opium, or one or its active 
principles, is the most effective. While we would not hesi- 
tate in order to secure relief from pain to encourage such a 
patient to develop the opium habit, yet it is important to 
conserve the employment of this agent so that it may not 
be given in such large doses in the early stage of the disease 
that it will prove ineffective in affording comfort in the 
later stages when it is most needed. The synthetic prepara- 
tion of morphine known as heroin has been of late advo- 
cated as especially effective in affording relief in this dis- 
ease. It is employed upon a tampon, using one-sixth to 
one-fourth grain of the heroin salt upon some cotton sat- 
urated with glycerine and packt into the vagina against the 
diseased surface. The application of such a tampon pro- 


part and at the same time a sufficient amount of heroin is 
absorbed to allay the discomfort, so that a single tampon 
may secure relief of pain something over twenty-four hours. 
So long as this agent will prove effective in allaying the 
pain it should be our dependence. When it no longer ac- 
complishes this purpose, we may then resort to some of the 
other less active agents in preference to the opium or its 
derivatives. The coal tar preparations oftentimes will serve 
temporarily to afford relief, especially antipyrine, aspirin, 
alumnol or acetanelid at night. Belladonna, hyoscyamus or 
stramonium may temporarily serve to delay the employ- 
ment of the stronger agents. Suppositories of the extract 
of opium, morphine or codeine may be employed. The ob- 
jection, of course, to all these agents is that they produce 
constipation and disturbance of the digestion and in that 
way make the patient less able to resist the ravages of the 
disease. In the later stages the hypodermic injection will 
possibly be the only means which will afford comfort. The 
hypodermic syringe should not be placed in the hands of 
the patient or members of her family for administration, as 
she will very soon get to the point at which she feels un- 
comfortable when not under its influence, and the drug is 
too frequently repeated, the quantity increast until the 
patient becomes a morphine debauchee without being able. 
to secure the relief from the employment of the drug to 
which she should be entitled. 

As the disease advances hemorrhage from the invasion 
of large vessels is one of the serious accidents which we 
have to dread, and for which we must prepare. It is well 
in such cases to have the patient, if possible, provided with 
a nurse who is capable of introducing a Sims’s speculum 
and with the patient in the knee-chest position or pelvis 
raised up, sponging out the surfaces with hot water and 
packing the cavity with iodoform gauze which has been 
dipt in and wrung out of a hot saturated solution of alum 
water. Carefully packing the vagina with gauze in this way 
will overcome the tendency to hemorrhage by the pressure. 

In the more advanced stages the horrible stench from 
the decomposing material is a source of great discomfort 
to the patient and her attendants. It is important that she 
should occupy a large, airy, well-ventilated room. So long 
as the cavity can be packt with gauze and the iodine treat- 
ment employed which we have advocated earlier in this 
paper, the necrosis of tissue is likely to be slight and this 
offensive discharge is not apparent. Where it does exist, it 
may be obviated to some degree by the use of cleansing 
douches. The most effective, however, for this purpose are 
those containing thymol. A 2 per cent solution of thymol 
greatly aids in decreasing the odor. Next to this, probably, 
is the permanganate of potash. The latter is objectionable 
on account of its staining everything with which it comes in 
contact. 


The patient should kept up with good, nutritious food, 
her bowels carefully regulated, and she should be encour- 
aged to keep about as long as possible. When a patient 
once gets down in bed it is very hard to again get her out, 
and the decreast nutrition and assimilation, the bad odor of 
the room, enhance the progress of the disease. 

I am quite well aware that various serums have been 
suggested as effective in the arrest of the disease, but I have 
yet to see any reliable evidence that such plans of treatmnt 
have stood the test of experience. : 


REPORT OF SURGICAL CLINIC.* 


By RoBERT T. Morris, M.D., NEw York City, 


Professor of Surgery in the New York Post-Graduate Medical 
School and Hospital. 


The cases to be presented to-day will be found of great 
importance from a practical standpoint. The first is a 
CONGENITAL DEFORMITY OF THE EAR. 


This little girl, six months old, weighed only three 
pounds when she was born. Such a diminutive child may 


Dr. Robt. T. Morris, of New York, is one of the great surgeons of 
the world. It was he who originated the expression: ‘‘An inch-and- 
a-half incision and a week-and-a-half in bed” for appendicitis—which 
has gone ’round the world. He is a graduate of the College of Physi- 
cians and Surgeons of the City of New York, of the class of 1882. 
For a long time he has been one of the most popular of the teachers 
of surgery in the New York Post-graduate Medical School.—Editor. 


be quite as perfect as one weighing ten pounds, but we are 
quite apt to find some special defect, and in this case the 
cartilage of the helix of the right ear is partly absent, and 
the remainder has a curl like a roll of paper. We first 
straightened out the curled portion, and now hold the helix 
in fairly normal shape by applying moleskin plaster to the 


-*Notes from the clinic at the New York Post-Graduate Medi- 
cal School. November 21, 1903. Reported especially for Ameri- 


can Surgery and Gynecology. 
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anterior and posterior surfaces. This will be continued for 
several months, and if the cartilage then remains in good 
form a segment of skin will be removed from the posterior 
surface of the ear, and from a corresponding portion of the 
scalp above the mastoid process. The two denuded sur- 
faces held in apposition will unite, and hold the ear out in a 
normal position. It will be necessary to do the same thing 
for the good ear, in order to give symmetry of appearance. 
The process is similar to the one that we employ for promi- 
ment ears which stand out at such an angle that in winter 
cold air is directed into the middle ear, to the peril of the 
drum membrane. In this particular case we shall do it for 
the purpose of giving support to an ear that has an insuf- 
ficient amount of cartilage. 

LOOSE KIDNEY. CONGESTIVE APPENDICITIS. 

When a kidney leaves its moorings of connective tissue, 
and begins to wander, three sorts of things happen: 

First, the large branches of the sympathetic nerves 
which go to the kidney are irritated, and we have various 
reflex phenomena, chiefly referable to areas of distribution 
of the nerves closely associated with the semilunar ganglia. 
Thus the patient may have mucous colitis as a functional 
neurosis proceding from peripheral irritation at the kidney. 
We are very apt to have irritation of Auerbach’s and Meiss- 
ner’s plexuses, with a resulting “intestinal fermentation” 
that is intractable under medical treatment until the kidney 
is fixt. 

The second set of symptoms common with loose kidney 
depends upon pressure upon other organs. A loose kidney 
may press upon the pyloric region of the stomach and 
cause gastric dilatation. It may press upon the common 
bile duct and give symptoms closely simulating the passage 
of gall stones. It may press upon the superior mesenteric 
vein and by backing up the blood in the cecum cause a con- 
gestive appendicitis. That is.apparently the case in this 
instance, and it is for the appendicitis that the patient seeks 
treatment. 

A third set of symptoms associated with loose kidney 
depends upon torsion of the pedicle. Sometimes the ureter 
is thus dammed and we have renal colic. Sometimes the 
veins are twisted and we have a congestive nephritis. 

In the woman upon whom we are to operate now the 
first two sets of symptoms have been chiefly in evidence. 
She has suffered for years with “intestinal fermentation.” 
Of late there have been several attacks of “appendicitis.” 
The appendicitis that goes with loose kidney is very differ- 
ent from true infective appendicitis, altho the latter may 
supervene. As a rule, however, the attacks are mild and 
attract attention by the pain and tenderness in the appendix 
region, rather than by symptoms that go with infective 
processes. 

With the scissors an incision is made in the skin over 
the right quadratus lumborum muscle, and the kidney is 
then reacht by blunt dissection. Perirenal fat appears be- 
fore we see the kidney, but this is our landmark, and by 
pulling on the mass of fat the kidney is made to pop upon 
the outer surface of the skin. The capsule of fibrous tissue 
is split and turned back like a cuff on either side of the 
middle line of the kidney, and chromic gut sutures, passt 
thru the cuffs of folded capsule, are inserted in such a way 
that we can suture bare parenchyma against bare muscle, 
ensuring firm anchorage. The fatty capsule is cut away and 
the tissue planes of the wound closed in normal order. 

It will be observed that we did not have to use any 
artery forceps during the operation. This is probably be- 
cause scissors instead of a scalpel were used for the cutting. 


Scissors seem to cause a contraction of the smaller vessel- 
walls and there is less hemorrhage than when they are divi- 
ded with a scalpel. 

We next turn to the appendix, and remove it thru an 
inch-and-a-half incision, by blunt dissection. Very often it 
is not necessary to remove the congested appendices that 
belong to the complications of loose kidney, but on palpa- 
tion this appendix was observed to be so hard that it 
seemed best to dispose of it. 


PROLAPSE OF THE RECTUM. 


This woman has a prolapse of the rectum which re- 
quires reposition after every effort at stool. Her uterus 
is also prolapst, and the median raphe of the perineum is 
wanting. We are dealing with the sequelae of a difficult 
labor. 

First an abdominal incision is made, the broad liga- 
ments are split over the round ligaments. The round liga- 
ments are drawn partly out from their peritoneal covering, 
and each one is sutured up in the form of a loop, and the 
loop then tuckt back beneath the peritoneum of the broad 
ligament. This procedure shortens the round ligaments so 
that the uterus rides in normal position, and at the same 
time so elastically that the patient does not suffer from the 
disturbances that formerly were seen when we made abso- 
lute fixation of the uterus. The advantage of drawing the 
round ligaments out from their peritoneal covering before 
suturing them, lies in giving union of muscular structures, 
instead of peritoneal adhesion that is untrustworthy for any 
length of time. 

The perineum is next repaired by making a semilunar 
incision thru the skin, reaching the bulbo-cavernosus mus- 
cles and drawing them forward along with remnants of the 
levator ani muscles, for union in the middle line, in the place 
of the old raphe. This, as you observe, gives a most ex- 
cellent perineum, without removal of any tissue. 

It was my intention to pull down the redundant rectal 
mucous membrane, and bite it off with the angiotribe, but 
now that the uterus is held high by the sutures of the round 


ligaments, it is observed that the mucosa of the rectum 


cannot be pulled. down, and the latter part of the operation 

will be unnecessary. 

CIRRHOSIS OF THE LIVER. PERITONEAL AD- 
HESIONS. 


Six years ago this man had a perforative appendicitis 


with abscess and general peritonitis. I removed the appen- 
dix and the patient made a good recovery. He lives at a 
distance from New York, and I had lost track of him. Yes- 
terday he appeared at the office as a physical wreck. He 
said that after recovery from the former peritonitis he had 
suffered so much from pain in various parts of the abdomen 
that he was obliged to take alcoholic beverages “to keep 
up,” and this habit increast until he had become a heavy 
drinker. In addition to the evidences of peritoneal adhe- 
sions resulting from the former peritonitis, he was found 
to be suffering from hypertrophic cirrhosis of the liver, and 
the latter organ extended a good three fingers’ breadth be- 
low the right costal margin. 

The patient is placed upon the table and we remove the 


hair from the whole abdomen with a germicidal depilatory. 


This also leaves the skin sterile, so that we accomplish in 
five minutes all that is accomplisht by the more elaborate 
methods of skin preparation that have been in vogue. All 
of our patients are now prepared for operation in this way, 
and it is the coming method. 

An incision is made longitudinally thru the right rectus 
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muscle, and the abdominal cavity exposed. The first work 


consists in separating the numerous points of old peritoneal 
adhesion, and recurrence of adhesion is prevented by plac- 
ing strips of Cargile membrane between surfaces that were 
adherent. This membrane is the sterilized peritoneum of 
the ox, and it makes a benign mechanical obstacle to read- 
hesion of separated surface. 

The liver is now depresst with one hand, and a few 
strokes of the brush specially made for this work suffices 
to denude the convex surface of the liver, and the corre- 
sponding surface of the diaphragm, of their endothelium. 
Firm adhesion will result and an abundant capillary anasto- 
mosis will appear in a few days so that the hypertrophy of 


-the liver will subside rapidly. Connective tissue changes in 


the liver cannot be expected to be benefited by this treat- 
ment, but the congestive feature will be relieved, and the 
progress of the cirrhosis should be stopt if the patient 
can give up the use of alcohol, as he wishes to do. 


APPENDICITIS FROM THE STANDPOINT OF THE 
GYNECOLOGIST. * 


By HENRY P. NEWMAN, A.M., M.D., CHIcaco, 
Professor of Gynecology in the University of Illinois. 


Scarcely a decade and a half ago we were either losing 
severe cases of “acute idiopathic peritonitis” or “inflamma- 
tion of the bowels” or nursing mild cases thru weeks of 
“typhlitis” or “peri-typhlitis ;’ to-day the diagnosis of ap- 
pendicitis is easy—and sometimes made by the laity. But 
occasionally even now the family doctor does not recognize 
the disease—chiefly because it is associated with or simu- 
lates some pelvic disease. 

Thus: A young girl (about 16) healthy in appearance 
but nervous and slightly anemic, suffered from recurrent 
attacks of pain and soreness in the lower part of the abdo- 
men; attacks associated with her menstrual periods; last- 
ing but a few days; hence regarded as of ovarian or uterine 
origin. Careful examination showed no pelvic lesion, but 
trouble at the appendix. Some months later the elongated, 
inflamed appendix was removed—being found attacht to the 
right ovary, tho there was no pelvic lesion. Prompt and 
complete relief followed the operation. 

This is only one of many ways in whiclt the diagnosis 
of pelvic and appendiceal lesions may be obscured. In the 
opinion of some writers differential diagnosis before operat- 
ing in pus cases is not so very important, as the indications 
are the same in either case. This is the view of Rostovzeff 
of St. Petersburg, who insists on great care in examining 
the entire pelvic field at the time of operating: In salpin- 
gitis look for an inflamed appendix, in appendicitis look for 
disease of the adnexa. This is wisdom itself, but does not, 
it seems to me, compensate for the lack of an intelligent, 
clear diagnosis before operating. The same author calls at- 
tention to the intensity of the infection caused by pus from 
an abscess in the appendix as compared with that from pyo- 
salpinx. In his experience, general peritonitis due to ap- 
pendicitis is invariably fatal, whereas a number of cases of 
general peritonitis originating in the genital organs term- 


-inated favorably. 


Confusion in diagnosis may arise from the different 
localities in which the appendix is to be found. Its fre- 
quency in the pelvic basin has led to a distinct classification 


of paper read before the American Medical Asso- 
ion. 


by Poncet and Dormoy of “pelvic appendicitis.” This nom- 
enclature is not to distinguish it pathologically from appen- 
dicitis in any other locality, but merely to suggest the ra- 
tional surgical treatment which should be thru the vagina or 
rectum. Delore cites some unusual instances of large col- 
lections of pus low in the pelvis, due to a diseased appendix, 
and evacuating thru the rectum or vagina. 


Dr. H. P. Newman, of Chicago, is a gynecologist of world-wide 
reputation; a graduate of the Detroit Medical College, 1878; Professor 
of Medical and Surgical Diseases of Women in the Chicago College of 
Physicians and Surgeons; Professor of Gynecology in the Chicago 
Policlinic; head of the Marion Sims Sanitarium; and consulting gyne- 
cologist to many of the most prominent hospitals of Chicago. He is 
best known as Treasurer of the American Medical Association. He 
is one of the small group of men which has done so much to bring 
that society to its present great prosperity and popularity.—-Editor. 


Downes reports numerous cases of mistaken diagnosis 
in cases of appendicitis in the female. 

Cumston has had some interesting.cases in which con- 
comitant symptoms of appendicitis and tubo-ovarian dis- 
eases made diagnosis difficult, and says: “I could quote a 
number of other instances where lesions of the adnexa. 
were taken for appendicitis.” 

Deaver says that _in pyosalpinx due to appendicitis the 
symptoms are those of appendicitis in the pelvis, with dys- 
menorrhea and irregular menstruation added. There is in 
such cases no necessity for a history of gonorrheal infection, 
and no indurated feeling of the vagina. 

The work which Peterson is doing in this line is care- 
ful and accurate, and his further contribution will be re- 
ceived with attention. His first article reports eighty-seven 
cases of abdominal section, in nearly all of which the appen- 
dix has been examined as.a routine procedure. At first it 
was examined, reported normal or abnormal, and removed 
only when diseased. Later it was removed as a routine 
practice whenever warranted by the condition of the patient. 
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In his last thirty-four consecutive cases, the appendix was 
thus removed, and in just half this number, seventeen cases, 
was it found diseased. His collecting and tabulating of 
cases is specially instructive to the gynecologist, since the 
work was done with the idea of throwing light on the rela- 
tion between appendicitis and pelvic disease, and he ex- 
cluded from the clinic as nearly as possible all those cases 
where the diagnosis of pelvic disease was not absolutely 
clear. “Whenever,” he says, “it was suspected that the 
primary focus was situated in the appendix, the case was 
referred to the surgical clinic.” 

From a study of the work of these masters, and from 
my own observation, I believe: 

1. That the abdomen should be examined in all i impor- 
tant pelvic cases and vice versa. 

2. Functional disturbance in the pelvis may produce 
disturbance in the neighboring abdominal viscera. 

3. In opening the abdomen for pelvic disease the ap- 
pendix should always be examined. 

4. If catarrhal, adherent or containing concretions, it 
should be removed. 

5. Itis not sufficient to break up or separate adhesions 
of an attacht appendix. 

6. As the macroscopic examination of the appendix 
is not always conclusive, its removal or “prophylactic ap- 
pendectomy,” when the abdomen is already open, should 
be determined by the best judgment of the surgeon and the 
condition of the patient in each individual case. 

7. Any appendiceal or localized peritonitis may be 
an active factor in the immediate or remote production of 
intestinal obstruction. Strangulated intra-abdominal hernia 
has occurred as a result forty years after the primary lesion, 
and with entire freedom from symptoms during the long 
interim. 

8. In opening the abdomen for intestinal obstruction 
the appendix and pelvic viscera should be okt to for the 
cause of trouble. | 

g. In removal of the appendix the tienen opera- 
tion should be done, or such other painstaking work as ail 
intraperitoneal affections demand, to protect the wounded 
surfaces from subsequent adhesions. 

10. The frequency of implication of the appendix by 
contact with diseased pelvic genital organs (Kelly cites 
twenty-seven adherent appendices in one hundred hystero- 
salpingo-oophorectomies, and the figures of Peterson corre- 
spond) renders important not only the early removal of 
pus tubes, infected cystic tumors and the like, but also after 
operations where the appendix remains, its careful protec- 
tion from any possible denuded peritoneal surfaces or in- 
volved areas. 

11. Barring the greater liability of infection from 
neighboring viscera and the somewhat greater difficulty of 
differential diagnosis in the female, we have more available 
means of exploration, a better prognosis and greater facil- 
ities for operative and non-operative relief. 


DISLOCATION OF ASTRAGALUS, WITH REPORT 
OF A CASE.* 
By B. G. COPELAND, M.D., BIRMINGHAM, ALA., 
Professor of Surgical Anatomy and Clinical Surgery in 
Birmingham Medical College. 


In presenting this paper I desire to call attention, (1) to 


the importance of early interference for the correction of the 


*Abstract of paper read before the American Medical Asso- 
ciation. 


deformity; (2) the thoro removal of all foreign bodies, in- 


cluding spicula of bone as the result of injury; (3) thoro 


drainage. 

Dislocations of the astragalus, the varieties and causes, 
of course, are the same as in the past, as laid down in all 
text-books, the pathology of which is to us all familiar. 

The case I wish to relate is this: H.C. P., age 45, fell 
from a trestle. As a result there was immediate loss of mo- 
tion in the right ankle, the feet being in the extended posi- 
tion and immovable, with protuberance below and to the 
inner side of the internal malleolus, with the accompanying 


Dr. B. G. Copeland, of Birmingham, Ala., is one of the most active 
workers *. the surgery of the Great New South. In addition to his 
duties as a teacher in the Birmingham Medical College, he is Chief 
Surgeon of the Birmingham Southern Railway, as well as local sur- 
geon to other railroads, Professor of Anatomy and Special Surgery in 
the Birmingham Dental College, and surgeon-gynecologist to the 
Berry-Copeland Infirmary. He is a graduate of Jefferson Medical 
College, class of 1883 and of the Polyclinic.—Editor. 


symptoms ofa contusion. An ineffectual attempt at reduc- 


tion had been made on the day previous to his being sent 
to the Copeland-Berry Infirmary. I told the doctor before 
the patient was anesthesized the second time that in my 
opinion we would have to resort to the knife. This was 
agreed upon as a last resort; that is we promised the patient 
that we would try once more, and if we failed by the ordi- 
nary manipulation, we would make an incision and by force 
replace the displaced bone. 

Accordingly, as soon as reduction was found to be im- 
possible, a semilunar incision was made about five inches 
in length, exposing the vessels, which were carefully guard- 
ed and displaced backward with the tendons, and when the 
fibrous structure was incised and the bone exposed, there 
was found to be a rotation of the astragalus on its hori- 
zontal axis; in other words, the lateral surfaces were look- 
ing upward and downward, the trochlear surface to the inner 
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side. My incision producing a compound fracture, several 
small pieces of the outer compact layer of the bone were 
removed. Reduction could only be effected by the use of a 
periosteal elevator, used as.a lever to separate the leg and 
foot, while the astragalus was pulled into position by the 
means of a sharp retractor. 

After thoroly exposing the parts and having all struc- 
tures directly under the vision, it was plain that even under 
these circumstances the correction of this deformity was not 
easy, and by any other method it would be an impossibility. 

This patient made an uneventful recovery and to-day, 
six months after reception of injury, he is unconscious of 
having ever possesst a lame foot. 

Referring now to the first statement made, that is, the 
early correction of these deformities, I mean to say that in 
my opinion this rule should be adopted the first time the 
patient is seen. We will thereby avoid such operations as 
excision, Syme’s amputation, also prolonged recovery from 
sloughing, and in all cases a permanent cripple. 

Second, the cause of the aforementioned bad results is, 
I think, chiefly the influence of these spicula of bone, and 
pressure from swelling, tho in some cases there is also an 
infection producing suppuration, etc. 

Third, drainage thru and thru the joint is indicated in 
this instance as in all severe joint-injuries. The drain, of 
course, should be in the most dependent portion; in this 
case being in front of the tendo Achilles, 

This operation requires a very thoroly aseptic technic 
and a large antiseptic dressing, with the application of a 
plaster-of-paris dressing for the immobilization of the parts. 


GALL-STONES IN THE COMMON DUCT.* 


By A. H Corpikr, M.D., Kansas City, Mo., 
Professor of Abdominal Surgery in the University Medical College. 


The classification of gall-stones according to their loca- 
tion has not been given the importance that their presence 
in special localities demand. From a clinical, pathological 
and operative standpoint this division of the discussion is 
essential. Many writers in discussing this topic discuss the 
subject in a general way and thus fail in a measure to call 
attention to, or lay stress upon, the most important phases 
of the pathology. Complications engrafted upon the orig- 
inal pathology are often more serious than the cause of the 
complications. In no locality is this more true than in neg- 
lected common-duct gall-stone cases. 

The majority of individuals who have gall-stones in 
the gall-bladder are not made aware of their presence by 


~ any direct clinical manifestations. This is not the case when 


the stones are using the common duct as their resting place 
on their journey to the duodenum. A stone when once 
in the common duct, with rare exceptions, begins making 
mischief that is quickly noticeable by the patient and his 
physician; and this evidence, with short intervals of 
quiescence, will continue until the offending foreign body 
is gotten rid of by nature, by the surgeon or by death of 
the patient from chronic cholemia, peritonitis, carcinoma 
or other complications. 

Recognizing the great importance of prophylaxis, the 
surgery should, especially in this locality, be timely and 
complete. I know of no clinical picture more perfect in 
its symptomatic details than that of a lithoginous, complete 
or partial, occlusion of the common duct. 


*Read before Oklahoma Medical Society at Oklahoma City, 
November 11, 1903. 


Most gall-stones have their origin in the gall-bladder ; 
which, however, is foreign to my paper—the purpose of this 
discussion being to treat of their effects, etc., after once 
formed and while in the common duct. I am firmly of the 
opinion that when a stone has once invaded the common 
duct that it never returns to the gall-bladder. Nevertheless, 
I do not wish to be understood as in any way depreciating 
the importance of surgical treatment of stones in the gall- 
bladder when known to exist. 

I can not fully agree with some of the noted authorities 
when they say that an inflammatory process is ever present 
and necessary to put a common duct stone in motion, and 
that the wedging of the stone in the duct is a result of this 


Dr. Albert H. Cordier, of Kansas City, is one of the most conspicu- 
ous figures in every great medical society of the United States. Noted 
alike for the fluency of his speech and the brilliancy of his operative 
work, he is listened to as attentively as any medical speaker in Amer- 
ica; and he always has something good to say. For a number of 
years he has been Professor of Abdominal Surgery in the University 
Medical College of Kansas City, and his work has done much to add 
to the success of that high-grade institution. He is a graduate of 
the Kentucky School of Medicine, class of 1880, and is about 45 years 
of age.—Editor. 


process. I see no reason why a stone too large to pass thru 
the duct should not become lodged as in any other location, 
for instance, a nephritic stone. 

With the pressure of the liver in its effect to force the 
bile thru its natural canal, I see no reason why the stone 
should not only be set in motion, but by its pressure pro- 
duce a complete occlusion and a most severe pain from 
nerve-stretching and pressure. It is true the liver is an ex- 
pansive organ, but there is a limit to this, and that limit is 


aided by nature in her endeavors to prevent a foreign and 
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poisonous fluid (bile) from entering the circulating blood in 
that organ. Two pints or over of bile forced into the blood 
thru resisting capillaries within twenty-four hours must, of 
necessity mean quite a firm pressure at the point of stone 
obstruction. 

I would rather accept the theory that the firm pressure 
of the stone on the delicate epithelium of the duct leads to a 
destruction of the same and thus acts as a direct cause of 
local inflammation, changes and opens an avenue for consti- 
tutional sepsis at this point. 

The clinical symptoms in their order of appearance 
would, in most of my cases, support this theory. The 
patient has one attack of pain, then a chill (when a chill at 
all) followed by fever, and a day or two later evidences of 
resorption of bile and the deposit of the coloring matter in 
. the skin (jaundice). The stone occludes the duct, bile- 
pressure against it produces in turn nerve-pressure (pain), 
destroys the surface epithelium, absorption takes place, a 
rigor followed by fever is the result of this absorption. 

The presence of a long imprisoned gall-stone in the 
ductus communis choledochus undoubtedly is a factor in 
the production of cancer of duct and adjacent structures. 
One author (Shroeder) claims that 14 per cent of gall-stone 
cases suffer from cancer; this percentage I believe is too 
high, but the frequency leads to the conclusion that their 
_co-existence is more than mere coincidence. Carcinoma is 
not as likely to develop here as in the gall-bladder. 

A jaundice from a stone obsruction is usually less pro- 
nounced and persistent than that produced from a car- 
cinoma. <A stone producing icterus is more likely to have 
periods of quiescence than a growth, in fact a malignant 
stenosis usually progressive and permanent. 


The pain varies from a mere transient uneasiness (rare) 
to the most intense and prostrating suffering, lasting for 
hours or days. A stone too large to pass thru the papillae 
into the duodenum may give rise to the most terrific suffer- 
ing, followed by a quiescent period for a number of months 
only to have another attack. Now let this same stone re- 
main in the duct for years, or until it has increast materially 
in size and the pain produced by its presence will in all prob- 
ability be less severe than that caused by the smaller stone. 

The duct gradually becomes accustomed to its pres- 
ence, the duct dilates, nerve sensibility, is in a measure ob- 
tunded and tired out, nature accepts the situation, so to 
speak. The bile may find a groove or depression thru which 
it may escape into the duodenum and the patient live a 
fairly comfortable life for years. [See Case below.] 

Now let a severe infection take place about this stone 
and the duct is again occluded, pain is renewed, jaundice re- 
appears and the clinical picture of a total stoppage of com 
mon duct is presented again. This bile calculus does not 
change its position during this process, the inflammatory 
symptoms subside, and the patient is left as before. 

The pain produced from a common duct stone is usual- 
ly much nearer the median line than that produced by stones 
in eysticus. Absence of bile in feces (acholia) is usual at 
some time in the history of these cases, and is a companion 
to jaundice. 

The rigors produced by a lithogenous choledochus ob- 
struction resemble those of malaria in their periodicity and 
are not governed by the amount of the local inflammatory 
process, as by the location of the stone. A stone lodged 
near the entrance of the duct into the duodenum will cause 
more systematic septic disturbances than if located elsewhere 
in the biliary tract. The largest number of absorbents are 
located here and the close proximity to the colon bacillus 


bearing intestine admits of more ready infection at the site 
of the stone. 

The colon bacillus and other intestinal bacteria at this 
point I believe are less virulent than lower down in the 
canal; this is demonstrated by the comparative safety with 
which the infected bile may escape at time of operating on 
common duct. This weakening of bacterial powers in 4ll 
probability is due to the action of the bile, either alone or in 
conjunction with the pancreatic and gastric juices. 

One thing is Certain: a larger amount of the bile-bearing 
bacteria can be spilt into the peritoneum with safety at this 
point, than can be tolerated by the peritoneum from a simi- 
lar leaking of an appendix or an intestine. I have not 
stitcht a gall-duct in any of my cases; I have seen a half 
pint of muddy looking bile-stained fluid escape from the 
duct at time of the operation, staining the intestines, omen- 
tum and peritoneum over a large area in spite of my pre- 
cautionary wall of gauze; and not in a single case has there 
been the least evidence of a peritonitis! I have relied upon 
gauze drainage. Bacteriological examinations have re- 
vealed the colon bacillus in almost every case at time of 
operation. 

Many cases with latent common duct stones are diag- 
nosed as gastric ulcer, gastralgia or cancer of pylorus. A 
careful analysis of the symptoms present and the weighing 
of the negative evidence will in most instances lead to a 
correct opinion. The injury to the pancreas from gall- 
stones is often of such a character as to be slow in getting 
well after the cause has been removed. Interstitial pan- 
creatitis of the duodenal end (head) of pancreas and pan- 
creatic stone formation and cancer are the most frequent 
changes induced in this organ. 


ILLUSTRATIVE CASES. 


Case 1. Mrs. B., age 48. Twelve years ago had a 
severe attack of hepatic colic lasting two or three days; this 
was followed by a markt jaundice, the latter lasting two or 
three weeks. In the course of a few months a recurrance 
of the colic was experienced, and with it the jaundice. 
These attacks of colic have continued to return ever since, 
each two or three months. Two years ago the jaundice be- 
came persistent, and every few days she would suffer from 
colic. The feces were white in color and pretty near chalk 
in consistence. The last two or three months she has had 
occasional mild rigors and a slight rise in temperature (101° 
F.); she lost much weight, pulse 56 beats per minute, and 
is thoroly jaundiced. Examination revealed no enlarge- 
ment about the gall-bladder, and but very little tenderness. 
Diagnosis of common duct stone made. Operation: In- 


cision to right of rectus beginning near sternum. Gall-blad- _ 


der contracted and empty, no adhesions about duct; forma- 
men of Winslow easily reacht. A large round stone (one 
inch and a quarter in diameter) was easily detected in the 
portion of the common duct just before it disappears behind 
the duodenum. The cavity was well walled off with gauze 
and two fingers of the left hand in foramen, the duct with 
the stone was well elbowed toward the surface of abdomen 
and divided with a scalpel and the stone removed. With 
the fingers underneath the duct and stone, thus pressing the 
stone to the surface of duct, the portal vein and hepatic 
artery and their branches were pusht to one side and thus 
removed from danger. [The stone will be easily detected 
at the thinnest point, and here it is safest to cut directly 
down upon the stone.] An abundance of bile escaped thru 


the opening, coloring the surrounding structures in spite of, 


the precautionary endeavor to protect them with the gauze. 
No effort at duct stitching was made. Gauze was carefully 
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first. It may result from a gonorrheal inflammation in 


placed about the opening in the duct for drainage, and 
the gauze-packing placed in the abdomen at the beginning 
of operation was removed. Part of the surface wound was 
closed in the usual way. The gauze was not all removed 
for a weeleor ten days. [If the gauze is taken out too soon 
nature will not have her walling-off work completed.] At 
the end of two weeks bile ceast to flow from the wound; at 
the end of a few days evidences of bile were detected in the 
feces, and the skin regained its natural color. The patient 
left the hospital at the end of five weeks—well. 

I report this case to bring out the cardinal principles 
in all common duct stone operations. Each case must of 


necessity be dealt with according to the indications in that | ° 


particular case. 

In arriving at a diagnosis there are several pathologic 
conditions occurring in this region to be eliminated: Can- 
cer of pylorus, gastric ulcer, stenosis of pylorus, movable 
kidney, cancer of head of pancreas, chronic duodenitis 
(rare), growths pressing on duct. 

Cancer of the pylorus when so situated that it produces 
a pressure on the duct may cause a jaundice and pain sim- 
ulating stones, but when the case is analyzed carefully, a 
diagnosis is usually made—the length of time since symp- 
toms first developt, the character of the pain, the persistent 
gastric symptoms and rapid inroads on the general health of 
the patient all point to cancer. The same applies to can: 
of the pancreas; however, the obstructive symptoms come 
on earlier and are more persistent in the latter. The pres- 
ence of a small ulcer in pyloric end of the stomach may mis- 
lead, unless a close scrutiny of presented symptoms is mad 

A right movable kidney by pressing on the common 
duct may cause a slight and transient jaundice, and som« 
pain, but the presence of the kidney in an abnormal position 
and the mildness of transitory obstructive symptoms will 
point to the correct diagnosis. 

A chronic duodonitis (a very rare condition) may lea 
to an error in diagnosis; the distinguishing features being 
the absence of the severer symptoms of stone obstruction 
and a more markt tenderness, over a larger area, accom- 
panied by disturbed intestinal digestive symptoms, 


CHRONIC PROSTATITIS. 


By GEORGE W. JONES, M.D., KROKUK, 
Professor of Genito-Urinary Surgery inthe Keokuk Medical 
College of Physicians and Sutgeons. 


In this paper it is not the intention to consider the 
secondary inflammations in the prostate accompanying sen- 
ile hypertrophy of that organ. True chronic inflammation 
of the prostate accompanying or resulting from an inflam- 
mation of the prostatic urethra is a commoa disease, and 
one very often overlookt by the surgeon, but not by the 
patient. 

The disease may be the result of an acute prostatitis, 
but more often develops as a chronic process from the very 


cases in which the posterior urethra is involved during the 
acute attack. Or the acute attack may subside, leaving a 
chronic posterior urethritis which eventuates in a chronic 
prostatitis. When we consider the anatomical relations 
of the posterior urethra and the prostate, it is surprising 
that all cases of posterior urethritis do not end in chronic 
prostatitis. 

Chronic prostatitis often results from sexual excesses. 
In these cases a low grade of inflammation is produced in 
the posterior urethra, which extends along the prostatic 
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The essential pathology of chronic prostatitis consists 
of a round-celled infiltration around the prostatic crypts and 
a chronic inflammation of the mucous membrane lining 
these crypts. 

Two classes of cases consult the surgeon. The first 
class are gonorrheal patients. They are patients who may 
have had a relapsing urethral discharge for several months 
or years. The majority of patients with an old chronic gon- 
orrhea which is relapsing have a chronic prostatitis. The- 


Dr. Geo. W. Jones, of Keokuk, is one of the younger men of the 
Mississippi Valley, who is doing earnest, conscientious work for the 
advancement of medical science. Altho a graduate of the Keokuk 
Medical College of so recent a date as 1896 he has already achieved 
success both as a teacher and practitioner; and by his labors is des- 
tined to do much for the reputation of the medical school which has 
for so many years played such an important part in the history of 
Keokuk.—Editor. 


discharge disappears under treatment to the urethra, but the 
infection remaining in the prostate, reinfection of the ure- 
thra takes place from this source and the discharge reap- 
pears. 

The second class are patients consulting the surgeon 
for some so-called sexual weakness. They go to their 
medical adviser because they have an uneasiness in the 
perineum, or have noticed a white or mucoid discharge from 
the meatus upon physical exertion, straining at stools or 
during defecation, or have losses of fluid at night which they 
suppose to be semen. If these cases fall into the hands of 
quacks they become hopeless sexual neurasthenics. All 
these cases should be properly examined for prostatitis. 

The losses, particularly during sleep, may be physio- 
logical, but in most cases a chronic prostatitis will be found 
to exist. The writer has in many cases examined micro- 
scopically these fluids and found them to show the charac- 
teristics of pathological fluids found in prostatitis. The 


crypts and involves the prostate. 


old fable of spermatorrhea, the idea of which was conceived 
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before the use of the microscope in the investigation of 
disease, is found to be a myth. 

The second class result from the extention of posterior 
urethral inflammation into the prostate, this posterior ure- 
thritis being the remains of an almost forgotten attack of 
gonorrhea or result from sexual excesses. 

In either of these classes if the prostate is examined 
per rectum it will be found to be more or less enlarged and 
sometimes tender on pressure. It may be greatly enlarged 
in all directions, showing that the entire prostate is involved 
as well as the peri-prostatic tissue. Such patients often sup- 
pose themselves to be suffering from some disease of the 
rectum. Or the enlargement may consist of varying-sized 
nodules in any portion of the prostate, showing that scat- 
tered groups of follicles are affected. Or the prostate may 
be studded over with little enlargements which give to the 
examining finger the feel of fine shot in the tissues. These 
little shot-like bodies indicate that scattered individual fol- 
licles are affected, but may be tubercles scattered thru the 
prostatic tissue. On this account the epididymis should 
also be examined for evidences of tuberculosis, other organs 
examined and the family history investigated; remember- 
ing that simple or gonorrheal infection of the urethra or 
prostate paves the way for the invasion of tubercle bacilli in 
a tubercularly inclined or tubercular individual. 

Before the prostate is examined the patient is required 
to pass some urine which is set aside for later examination. 
During the course of the rectal examination the prostate is 
gently massaged with the examining finger, squeezing ac- 
cumulated fluids from the prostate into the urethra. Then 
after allowing a few minutes to elapse after the massage, 
to allow the resulting urethral spasm to subside, the patient 
passes the remaining urine into a glass. The second glass 
contains the fluid from the prostate and important informa- 
tion will be gained by its examination. If the case is recent 
there will be found considerable pus in this glass. In old 
cases there will be found mucus, a small amount of pus (if 
any), granular phosphates and shreds that have formed in 
the mouths of the prostatic follicles. 


In the treatment of these cases it should be borne in 
mind that these patients become very despondent, and every 
effort should be made to gain their confidence, for if they 
become sexual neurasthenics their cure is almost hopeless. 
But they should also understand that cure will follow only 
after protacted treatment and during that treatment dis- 
couraging relapses are likely to occur. 

Prostatic massage should be practist per rectum to 
drain the prostatic follicles and stimulate the absorption 
of inflammatory exudates. Proper application of this treat- 
ment can be learned only by experience,—some cases bear- 
ing vigorous massage at frequent intervals, other standing 
only the most gentle treatment at long intervals. Too vig- 
orous or too frequent massage aggravates the inflammation ; 
not done sufficiently it often gives no results. The mass- 
age should be applied more particularly to the enlarged por- 
tions of the prostate, and if the seminal vesicles are also the 
seat of disease, they, too, should be subjected to the same 
treatment. After each massage the anterior and posterior 
urethra should be irrigated wih increasing strength solu- 
tions of potassium permanganate and other antiseptics. If 
results are not obtained from the permanganate irrigations, 
the cure is hastened by occasionally substituting a mild, 
purely astringent irrigation for the antiseptic irrigations. 
After massaging the prostate a spasm of the compressor 
urethre muscle usually takes place, and this temporarily in- 
terferes with posterior irrigation by hydrostatic pressure 


without the use of a catheter or irrigating instument intro- 
duced back to the posterior urethra. But this usually sub- 
sides shortly after massage, and when it does not, may be 
overcome by a few drops of a 50 per cent cocaine solution, 
or a cocaine tablet being installed into the membranous 
urethra. 

When the massaged fluid no longer contains pus, as 
shown by the test above described, but has shreds floating 
in comparatively clear urine, the irrigations may be discon- 
tinued and in their place instillations of a 5 per cent protar- 
gol solution, or similar nitrate of silver salt may be used 
by instillation. Or in place of these newer silver salts, in- 
stillations of silver nitrate solution may be used, starting 
with a 2 grain to the ounce solution and gradually increas- 
ing the strength of the solution at each subsequent instilla- 
tion. These instillations may in most cases be used twice 
a week, but should not be used at such frequent intervals as 
to excite acute inflammation of the posterior urethra. If 
this accident should occur the instillations and massage 
should be discontinued. And if the urine is purulent, but 
without subjective symptoms of acute posterior urethritis, 
the irrigations should be resumed until the urine again be- 
comes less clouded. 

It is generally conceded by most genito-urinary sur- 
geons, that in tubercular urethritis when any irrigation at 
all is tolerated by the patient, bichloride of mercury irriga- 
tions or instillations excite an unusually severe inflammatory 
reaction, there is very good grounds to suspect that a tuber- 
cular process is being dealt with. 

Many patients with chronic prostatitis require general 
tonic treatment, particularly iron, as they have become af- 
fected with a secondary anemia from protracted suppura- 
tion or from sexual neurasthenia. 

A class of patients particularly hard to cure consists of 
those who during an acute attack of urethritis have had a 
prostatic abscess which has opened into the urethra; the 
abscess cavity and opening never having healed, but con- 
tinued to suppurate for a long time, this suppuration being 
encouraged by drops of urine passing from the urethra into 
the abscess cavity and there decomposing. In such cases a 
history of an acute posterior urethritis and prostatitis of 
severe grade, accompanied by severe pain and sudden re- 
lief when the abscess ruptured into the urethra, may be ob- 
tained. In these cases, when they become chronic, the diag- 
nosis of an old abscess-cavity may be made upon the fact 
that the expresst fluid from the prostate contains such an 
amount of pus that its presence can be accounted for in no 
other way than by an old abscess cavity. In one of the 
writer’s cases, the prostate had been so undermined by pus 
that a large depression corresponding to the abscess-cavity 
could be felt upon rectal examination. This case passt 
out of the writer’s hands before the abscess cavity had 
healed, but if healing did finally take place, it would cer- 
tainly be followed by considerable cicatricial contraction, 
and would convince one of the necessity of not waiting for 
these large prostatic abscesses to rupture into the urethra 
during their acuteness, but to evacuate them by a perineal 
section. 

These cases of old abscess cavities in the prostate are 
benefited and usually cured by evacuating the pus into the 
urethra by frequent prostatic massage followed by copious 
irrigations of antiseptic solutions. Three cases in the writ- 
er’s practice were examined by posterior endoscopy and the 
opening into the urethra from the abscess cavity was large, 
giving a good view of the cavity. In these cases the above 
treatment was supplemented by cauterizing the abscess cav- 
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ity with 10 grains to the ounce solution of silver nitrate thru 
the endoscope. 

As to the propriety of using sounds and dilators in 
chronic prostatitis, much diversity of opinion exists. Some 
cases seem to be benefited by the gentle use of sounds act- 
ing by causing absorption of the round-celled infiltrate in 
the prostate, while others are made worse. 

The use of the phycaphore or cold sound is of great 
value particularly in neurotic cases and those attended by 
great hyperesthesia of the posterior urethra and in cases 
with prostatorrhea. 

In treating chronic prostatitis we must not center our 
whole therapeutic artillery upon the prostate, but should 
determine the presence or absence of other pathology in 
the urethra, such as stricture and chronic anterior urethritis, 
and provide these conditions with their adequate treatment. 


DIVISION OF THE FEE FROM THE STANDPOINT 
OF THE GENERAL PRACTITIONER. 


By I. A. McSwaIn, M.D., Paris, TENN., 
President of the Tennessee State Medical Association. 


The editorial upon “The Commission Evil and Equita- 
ble Division of the Fee” in a late number of American Surg- 
ery and Gynecology I have read carefully; and I wish to 
comment upon it somewhat at length, from the standpoint 
of the general practitioner. I have been in general practice 
for thirty-six years; for twenty years my work was exclu- 
sively in the country and for the remainder of the time in 
town and country. So I have had the opportunity of “see- 
ing the other side of the shield,” especially as during this 
long period I have done a great variety of things and had 
many peculiar experiences—such as usually fall to the lot of 
the general practitioner. 

I have always had, and still have, the most profound re- 
spect for the scientific, honest specialists who are eminent 
in their line; and have frequently had occasion to demand 
their services. I have always in my professional relations 
to my patients and to my fellow practitioners tried to ob- 
serve the due relations which are thought to be ethical 
among physicians. Indeed I have thought much of the 
“code of honor” and studied its spirit as well as its letter. I 
must confess that I nowhere find in it, or in common rea- 
son, a single excuse that could under any circumstances 
exempt a doctor from its observance—even because he was 
(or claimed to be) a “specialist.” I am forced to believe he 
should be subject to the same ethics—the same rules of 
practice—which are supposed to obtain between doctors gen- 
erally. 

Now it occurs quite often that two or more ordinary 
physicians meet in the same case and assist each other in 


. surgical or other work; and no one of the number has the 


remotest thought that he should be paid the whole fee, be it 
much or little, simply on the ground that he was regarded 
(or regarded himself) as the operator, or leader, in the case; 
but so far as my observation has gone, it is usual and cus- 
tomary, and I think eminently just and right, that a fee of 
some kind be agreed upon—which fee is divided among them 
in proportion to the work or responsibility assumed by or 
assigned to each one. 

If this is ethical—and who can say it is net?—the very 
same rule should in all reason and justice apply to surgical 
and other special practice, i. e., to cases treated by spe- 
Cialists or by specialists in conjunction with practitioners 
of medicine or surgery, whether general, special or mixt. 
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I have known a number of instances of gross injustice 
to the family doctor such as mentioned in the Journal. Too 
often the circumstances have been about as follows: The 
attending physician deeming proper and believing it best for 
the patient, calls to his aid the specialist. They consult over 
the case and proceed to operate or to treat the case. The 
specialist gets the money—probably all that could be raised ; 
the other fellow gets—well, a little of everything else! If 
this is right, “ethical,” or has even the semblance of honor 
or of fair dealing, my mental obtuseness “does not permit 
me to see it. 


It is with reluctance that Dr. McSwain consents to the publication 
of this letter to the editor, he being of an exceedingly retiring dis- 
position—indeed too modest for this rushing, pushing age; but because 
of his high position in the South and his great reputation as a man 
of spotless honor and unimpeachable integrity the importance of his 
article is emphasized. Dr. I. A. McSwain was born in Henry County, 
Tenn., in 1845, and was reared upon a farm, his education being such 
as afforded by the common schools of that period. His first course 
of lectures was (at the age of 20) at the University of Louisville, but 
he graduated at the University of Nashville and Vanderbilt. For 
twenty years his practice was in the country—in the community 
where he was born and raised, but for the past fifteen years he has 
lived in the beautiful county-seat of his native county. In 1892 he 
organized the West Tennessee Medical and Surgical Society, and has 
been its Secretary for twelve years. In 1899 he was vice-president 
of the Tri-State Medical Society (Southern) and in 1900 was unani- 
mously elected its president. At the last meeting of the Tennessee 
State Medical Society he was elected president. He is an enthusiastic 
supporter of medical societies, believing them to be indispensible to 
success in the practice of medicine.—Kditor. 


Of course if one physician refers his case to another— 
be that other a general or a special practitioner—so that the 
latter assumes all charge of the case and has all of the work 
and the responsibility, and the former has nothing to do 
with the operation or treatment, either then or afterwards 
—it is quite a different matter; and the payment of a “com- 
mission” for thus simply “referring” a case would be dis- 
graceful and dishonest, a violation of every kind of ethical 
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relationship. For the first doctor to claim or the last doctor 
to offer a commission or part of the fee would, under ordi- 
nary circumstances, be utterly wrong. 

Let us take this view of the case: It is thought best 
by the medical attendant, or required by the patient and his 
family, that a specialist be called or that the attendant (still 
assuming charge of the case) go with the patient to the city 
for treatment by a surgeon or other skilled practitioner 
in some special line. It does not matter which of these 
courses is adopted. It would be eminently proper to ascer- 
tain the probable cost of the treatment or operation, ac- 
quaint the patient with it—at the same time advising the 
patient or family that the fee would be divided on an equit- 
able basis.* 

This is right. This is ethical. It is the only way to 
maintain that professional courtesy which must: be perpetu- 
ated between medical gentlemen of every class. Anything 
short of this will widen the breach, already existing in some 
degree, between the two classes of practitioners: general 
and special—a thing very much to be deplored; and pre- 
vented if possible. 

If the specialist, because of his cognomen, is to absorb 
the finances (the cream of the business) of the general prac- 
titioner, without any thought as to whether the latter is to 
receive any recompense for his perhaps equally valuable 
services, then by the establisht and everywhere recognized 
“law of self-preservation,” the general practitioner must be- 
come a “specialist” in every branch—and in the dim and un- 
certain future the true specialist may find himself like 
Othello! In his defense he must either conform to the rules 
of common justice—or make his fortune in some other way. 


INTERDEPENDENCE OF DISEASED GENERATIVE OR- 
GANS, NERVE AND MIND DISORDERS, AND 
OTHER DISEASED ORGANS IN WOMEN. 


By WILLIAM B. DEWEES, M.D., LL.D., SALINA, KANS. 


For more than a quarter century my attention has been 
directed to the interdependence of diseased generative or- 
gans, nerve and mind disorders, and other diseased organs 
in women. Which is the cause and which the result is not 
always possible to determine. In a large percentage of 
cases of neurosis in women interdependence of diseased con- 
ditions, thru the neuric forces, can be distinctly traced and 
clearly establisht; while in other cases the causes can be 
seen, with equal clearness to depend upon a condition of 
malnutrition. 

My authority for this conclusion may be questioned ; 
therefore I give my reasons. When consulted by a female 
patient complaining of throat, lung, heart, brain, mind or 
other ailments in whom examination reveals physical signs 
of disease of these organs, and also like evidence of dis- 


*While the position assumed by the author of this paper 
should commend itself to every conscientious, thoughtful, un- 
prejudiced member of the medical profession, it must be remem- 
bered that the House of Delegates of the American Medical Asso- 
ciation adopted this resolution: 

“Resolved, That any member of any County Med- 
ical Society proven guilty of division of fees, either the 
giving or the receiving of a part of a fee without the 
full knowledge of the patient, be held guilty of miscon- 
conduct; for which they may be held guilty of mis- 
County Medical Society.” 


This ungrammatical resolution implies that the patient know 
of the exact amount each receives, and approves it—which is 
hardly right under some circumstances.—Editor. 


eased womb and ovaries; and if the throat, lung, heart, 
brain, mind or other ailments disappear upon their cure by 
removal of the diseased womb and ovaries by treatment 
operation, without any other medical aid, it is but logical 
to conclude that these ailments were dependent on that of 
the womb and ovaries. This being conclusively demon- 
strated by a few illustrative cases selected from a large num- 
ber and appended hereto, it follows that what may have been 
a coincidence becomes a sequence, and the aforesaid con- 
clusion is inevitable. 

Far be it from me to assert, from my experience, that 
all cases of neurosis or psychosis in the female are depend- 
ent upon diseased generative organs; but that a large per- 
centage of neuric and psychic disorders in women are de- 
pendent on lesions of the organs concerned in the genesis 
of the human race is fully warranted. It is my purpose, on 
this occasion, to deal only with the clinical fact and endeavor 
to awaken the medical mind to its great practical impor- 
tance. The influence of the unhealthy womb and ovaries 
in developing diseased conditions of other organs by the 
neuric forces thru the intermeddling of the complex genera- 
tive nerve circle, and the sympathetic and cerebro-spinal sys- 
tems of nerves, has not received the attention of the medical 
profession that it deserves. 

Among the first things that fix the attention of the ob- 
servant practitioner are: 

I. The frequency of uterine and ovarian disease dur- 
ing menstrual life. : 

2. The existence of certain nervous phenomena dur- 
ing this period. 

3. That diseased conditions, manifested by disturb- 
ance of the mind and the neuric forces of motility and sensi- 
bility, are more apt to follow in the wake of physiologic, 
formative action than at any other period during the life 
of the individual woman. 

The hindrances to a clear understanding of the subject 
in hand are to be found in: 

1. The unsettled state of physiologic and pathologic 
histology. 

2. The lack of a thoro anatomic and _ physiologic 
knowledge of the reproductive nervous system; and of data 
regarding the interdependence of menstruation and ovula- 
tion. 

3. The existing ignorance concerning the neuric and 
psychic disturbance attendant on lesions of the female re- 
productive organs. 

Confronted with these facts we can but confess that we 
grope for the light of truth like the blind, and can offer no 
philosophic explanation based on histologic and experi- 
mental research. However, every experienced, observant 
and unbiased practitioner will admit that there is nothing 
very extraordinary in the implication of distant organs in 
connection with and dependent on utero-ovarian disease 
thru the neuric forces. In the light of the great mass of 
clinical evidence, there can be no doubt as to the morbid 
effect upon the nerve centers and the production of tissue 
changes in distant organs-by the irritation of pathologic 
conditions of the complex and delicate reproductive organs. 
The fact that these organs so frequently give reflex evidence 
of their extreme sensitiveness, when in a morbid state, to 
the action of their physiologic functions and constantly 
manifest their great influence over the central nervous sys- 
tem, has been observed by writers on mind and nerve dis- 
orders since the days of Hippocrates and Aretaeus, but 
more fully recognized as early as 1858 by a no less dis- 
tinguisht authority than Brown-Sequard when he wrote 
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“The genito-urinary organs are most closely allied to the 
central nervous system of any,” an opinion in which we 
may concur. He also pointed out the dependence of in- 
sanity, epilepsy, hysteria and other affections upon organic 
disease of the female reproductive organs. These teachings 
were put in practice by Baker Brown, who after having 
furnisht clinical proofs of their correctness, fell a martyr 
to the professional bigotry which his doctrine excited. How- 
ever, his book on “The Curability of Certain Forms of In- 
sanity, Epilepsy, Catalepsy and Hysteria in Women,” can be 
read with interest; and, modified by the later revelations 
of science, we can follow his teachings with safety. This is 
fully evidenced by the good results obtained in the notable 
work done in more recent years by such able practitioners 
as Greig-Smith, George H. Rohe, W. Gill Wiley, W. P. 
Manton, B. Sherwood-Dunn, Will:am H. Humiston, Joseph 
Price, C. A. L. Reed, J. Henry Carstens, Lewis S. McMur- 
try, John M. Duff, D. Todd Gilliam, Albert Vanderveer and 
others. 


Dr. Wm. B. Dewees, of Salina, Kansas, is a very prominent West- 
ern surgeon who has been doing a great work in abdominal and pelvic 
operations in his private sanitarium, which is one of the neatest and 
cleanest in the West. He has for many years been a conspicuous 
figure in medical societies, attaining most notoriety perhaps from 
being vice-president for Kansas at the last Pan-American. Medical 
Congress. He is a graduate of the University of Pennsylvania, class 
of 1877.—Editor. 


Thus we are reminded of the fact that all of these 
organs have intimate connections with both the sympa- 
thetic and cerebro-spinal systems of nerves, and that these 
telegrapht, as it were—either to those centers which preside 
over nutrition, or those other centers which govern sensi- 
bility and motility. When, as in the former instance, the 
sympathetic system of nerves is the route of transit, there 
is produced a modified condition of the caliber of the blood- 
vessels and lymphatics ; a perverted activity of the glandular 
systems of nerves in turn communicate with each other. 
Hence, morbific impulses, originating in diseased condi- 
tions of the reproductive organs, may be transmitted—or 
organs; unrythmical actions of the hollow viscera and gland 
ducts; and an intermeddling with metabolism or ultimate 
tissue nutrition. But, when, as in the latter instance, the 


cerebro-spinal system of nerves becomes involved, there is 
produced pain, and may be voluntary or reflex motor dis- 
turbances. The brain is reacht in either event; and we can- 
not conceive of the possibility of that impressionable organ 
receiving impulses in excess of normal without sustaining 
proportionate functional disturbance, whether that disturb- 
ance be manifested by psychic phenomena or not. 


Despite the writing of our scientific polemics, the fact 
remains that medical literature is full of undaubted examples 
of acne rosacea, pharyngitis, bronchitis, epilepsy, catalepsy, 
hysteria, melancholia, mania, insanity, diseases of the joints 
and muscles of the extremities, lesions of the heart, lungs, 
brain, kidneys, digestive organs, paralysis, etc., superin- 
duced by reflex irritability of diseased reproductive organs 
in the female. It is quite true that the number of women 
dying from these complications is now much less than form- 
erly. We have learned better to differentiate and treat dis- 
ease but we have not as yet come to fully recognize the 
consequential dependence which one abnormal condition 
bears to another. While in many of these interdependent 
complications relative to the subject in hand, the disease of 
distant organs bear to diseased reproductive organs the rela- 
tion apparently of effect to cause—a fact that you can ob- 
serve for yourself—yet the manner in which the changes 
are brought about may remain an open question. 

Neurosis may be defined as an exaggerated intensity or 
weakened condition of both the sensory and the motor 
forces, and may be induced by psychical, developmental, or 
pathological causes—all of which causes may and do per- 
vert the normal forces of the complex generative nerve-cir- 
cle so as to disturb the whole economy. We are all familiar 
with the fact that many women present typical symptoms 
of neurosis just prior 1o or during menstruation. Malaise, 
unrelieved by rest, painful irritation of the dorsal and lumbar 
spinal zones, dull headache, hemicrania, vertigo, functional 
irregularity of the cardiac rythm—due to lack of normal 
nerve co-ordination, alternating cold and hot flashes—due 
to vaso-motor debility, gastralgia, slight icteric attacks, ir- 
ritability of bladder with frequent micturition, weakened 
will power which often results in melancholia or nerve 
storms—erroneously called “hysterical outbreaks,” nausea, 
impaired vision, and sometimes temporary diarrhea or con- 
stipation. This tableau of symptoms can only be accounted 
for as reflex vaso-motor disturbances produced by irrita- 
tion in the uterus and ovaries resulting from abnormal 
physiologic functions. We are also equally familiar with 
that class of patients who suffer from amenorrhea due to 
central nervous or cerebral origin, and also the spasmodic 
form of dysmenorrhea due to anemia or toxemia as conclu- 
sively proven by Dujardin-Beaumetz. But I am not now 
considering these, as my business now is with those cases in 
which diseased conditions of the reproductive organs figure 
as the antecedent and, logically, the causal factor. 

Thus let me call your special attention to those cases 
where there are gross lesions as in those suffering with 
markt displacement of the womb with adhesions, with ex- 
tensive laceration of the cervix and perineum, with ovaries 
and tubes abnormally large and extremely sensitive to the 
touch, and with multiple fibroid tumors in the walls of the 
uterus. Here, the opinion—based on the wide experience 
of the foremost operators thruout the world—is warranted : 
that a prompt and complete operation on the diseased or- 
gans in the pelvis, will in an uncertain percentage of cases 
promptly restore the patient to health and nervous equili- 
brium; while most, if not all, are made much better there- 
by. Such operation will also save both the time and ex- 
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pense incurred by the rest treatment, under the direction of 
the neurologist, which in these cases is censurable, 
grotesque and vain. 

Contrast with those cases the class of women who are 
born and reared in the midst of luxurious and fashionable 
surroundings, who marry at an age prior to their own full 
bodily development, who bear three, four or more children 
within a period of one or two more than as many years, and 
who follow the practice and instinct of the majority of such 
civilized mothers and are “ever on the go.” The majority 
of these mothers will become weakened physically and 
mentally early in life. They complain of weakness, nerv- 
ousness, insomnia, varieties of headache and backache, con- 
stant bearing-down or pressure feeling in the pelvis, in- 
ability to be on their feet any length of time either standing 
or walking, tenderness in both ovarian regions, dysmen- 
orrhea, dyspepsia, despondency, bad dreams, chronic consti- 
pation, irritable bladder, damp and cold hands and feet, etc. 
This class of cases, with ordinary common sense, attributes 
this group of symptoms to the strain and wear incident to 
the rapidity of their child-bearing and present themselves 
to the gynecologist. Examination reveals a slight tear in 
the cervix and perineum, slight rectocele and cystocele, re- 
laxt condition of the uterine ligaments that permits of easy 
manipulation and displacement of the uterus, which in the 
majority of cases-is found in an advanced degree of retrodis- 
placement and ptosis, both ovaries sensitive to examination 
and frequently prolapst, and last but by no means least, a 
condition of visceral ptosis superinduced by relaxt or weak- 
ened abdominal muscles. 

It is from this latter class that the neurologist must 
ever select practical cases for special treatment under his 
care, the percentage of which will be very small, indeed. Ex- 
perience teaches conclusively that the provision of proper 
external-support to aid the lax abdominal muscles in restor- 
ing the normal support to the viscera; the intelligent use 
of the knee-chest posture to overcome visceral-ptosis and 
unload the congested organs and the engorged blood-ves- 
sels; and due attention to such other complications as auto- 
toxemia, chronic malaria, chronic nephritis, anemia, etc., 
will restore most of these cases. It is to be regretted that 
there are those calling themselves gynecologists who would 
magnify the import of the local conditions and recommend 
the various plastic operations, or even more formidable 
procedures by a celiotomy, as a cure-all. But, in truth, it 
must be said that such do not represent the intelligence of 
this department of the science and art of medicine. 


I venture to say that there is no condition under which 
one would ever be justified in saying he was overating sim- 
ply to “cure” either neurosis or psychosis. We operate only 
to remove diseased conditions of the reproductive organs 
in the female, which are often followed by the cure of de- 
pendent mind and nerve disorders. As gynecologists, we 
have learned to know that we obtain the greatest good in 
those cases where we find the most markt pathologic con- 
ditions; that the more diseased condition we are compelled 
to remove in cases with existing dependent neuric or psy- 
chic disorders, the sooner the patient gets well; and in in- 
verse ratio, the less the diseased condition to be removed 
and the greater the amount of nerve or mind disturbance, 
the slower and more uncertain is the recovery. However, 
all diseased reproductive organs—otherwise incurable— 
should be removed because they have such a decided in- 
jurious effect upon both the neuric and psychic forces and 
often thru them produce diseased conditions in other 


organs. 


CASES. 


Case I. Mrs. L. Aged 29 years. Brunette. Wife of 
a well-to-do Indian Territory cattleman. No children. Good 
family history. Menses appeared at the age of 14. Had 
good health at the age of 17, when she contracted gon- 
orrhea while a student in a girls’ boarding-school. From 
that time she suffered with leucorrhea, dysmenorrhea and 
constipation. These conditions gradually increast till about 
the age of 19, when she began to have epileptic attacks dur- 
ing menstruation. At the age of 24 she was married. Some 
months afterward the aforesaid conditions began to increase 
in severity and her health to fail. Within a year later she 
had become a pronounced melancholic and decided epileptic 
seizures manifested themselves during the menstrual per- 
iods. Despite the best efforts under the care of able physi- 
cians she continued declining in health till she had become 
a confirmed invalid, being confined to bed almost continual- 
ly for three years prior to my seeing her, seven years ago. 
History and examination revealed a confirmation of the pre- 
vious diagnosis made by her attending physicians, viz. : hys- 
tero-epilepsy, melancholia, irregular heart action, albumin- 
uria—without tube casts—chronic gastralgia, hemicrania, 
chronic constipation, retro-displaced, inflamed and adher- 
ent uterus, prolapst, enlarged and adherent ovaries, and irri- 
tated bladder; besides being emaciated to an extreme de- 
gree. An operation was advised and assented to. I made 
a celiotomy, freed the extensive and dense adhesions, re- 
moved both tubes and ovaries—which were all infiltrated 
with pus as the result of the invasion of the gonococci, evi- 
denced by the microscope, and afterward curetted the uterus 
and packt and drained it. She made a slow but complete 
recovery in less than a year and has had apparently good 
health ever since. 


Case II. Mrs. D. Aged 46 years.' Brunette. Wife 
of a Kansas farmer. Three children. Good family and 
personal history. Had the best of health up to the age of 
33, when she was thrown from a buggy by a runaway horse, 
alighting in the sitting posture on the frozen ground. She 
sustained severe internal injuries and was confined to bed 
for several months, but apparently recovered in about six 
months with the exception of dysmenorrhea, which con- 
fined her to bed several days during each menstrual period. 
Otherwise she was able to attend to her duties as a farmer’s 
wife, doing her housework, etc. About nine months later 
she began to suffer with slight epileptic seizures during 
menstruation, while constipation, kidney, heart and stomach 
troubles with severe frontal and occipital headaches became 
manifest. This condition continued to increase until she 
had become physically broken down. and a confirmed 
melancholic. Medical treatment at the hands of competent 
physicians failing to benefit her, she was brought under my 
care about five years ago, after several reputable gynecolo- 
gists had declined to operate on her. Examination dis- 
closed a retro-displaced uterus and prolapst ovaries, all 
bound down by firm adhesions, enlarged and very painful 
to the touch; urine showed albumin but no tube casts; 
mitral lesion of the heart and functional disorder of the 
stomach. The history revealed the fact that she had had 
from twenty-five to thirty epileptic seizures a day during the 
menstrual periods, but that during the interim she frequent- 
ly went for a week or two without a seizure. An operation 
being assented to, I proceded with a celiotomy, freed the 
universal adhesions in the pelvis and made a double sal- 
pingo-oophorectomy—the ovaries being fully three times 
the normal size and sclero-cystic in an advanced degree. 
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to marry her she had had an abortion produced. From this 
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She made a prompt and complete recovery in less than six 
months and has continued in good health. 


Case III. Miss O. Aged 24 years. American. School 
teacher. Gave the following history: Family history good. 
Always had good health up to the age of 22 years, when she 
unfortunately became pregnant but the other party failing 


time she began to fail in health and to suffer with leucor- 
rhea, dysmenorrhea, constipation, backache and headache, 
and later on with localized pain about her heart and lungs, 
and finally also with epilepsy and melancholia. This con- 
dition failing to be benefited by medical treatment, and she 
gradually became worse, until her mind was involved, and 
she was for a time placed in a private asylum at the advice 
of a reputable physician who had pronounced her insane. 
She was later taken home with practically no improvement 
in her mental condition, while physically she had failed so 
very much as to be considered a hopeless case. The girl’s 
appearance was pitable in the extreme; large drops of cold 
sweat bathing her emaciated face, which bore a livid hue, 
with an expression of extreme anxiety; her extremities 
swollen and abdomen distended until it had become painful 
to her. Of late she had had frequent hemoptysis with dys- 
pnea, painful chest and weakness with palpitation. (She was 
now seized with a hystero-epileptic convulsion, and I had 
to defer my examination until it had passt off.) Ausculta- 
tion revealed areas of dullness with sibilant rales over both 
lungs, prolonged extirpation and irregular heart action. Ex- 
amination made per vagina showed a retro-flext, inflamed 
uterus in a condition of ptosis; enlarged tubes and ovaries 
all very painful to the touch with evident adhesions, the ex- 
tent of which was very difficult to determine on account of 
both the pain and the co-existence of a pelvic abscess on the 
left side. After making known the gravity of the case to 
the patient and her parents, an operation was agreed upon 
and I first proceeded with opening the pelvic abscess by an 
incision thru the vagina. After that I made a celiotomy, 
freed the adhesions, removed two large pus-tubes and 
ovaries—the latter being cystic and infiltrated with pus. 
Later I made also a curetment of the uterus and packt and 
drained it, after which the pelvic abscess healed rapidly and 
the patient made a very slow but good recovery in abo 

eighteen months. She has since continued in good health. 


Case IV. Mrs. S. Aged 54 years. Blonde. Swede. 
Wife of a farmer. Passt menopause at 46. Always had 
good health up to about 18 months prior to my being called 
to see her, in 1886, when she was thrown from a carriage 
by a runaway horse. She was pronounced as having suffered 
severe internal injuries by the then attending physician, who 
failed to make a definite diagnosis. I was informed that 
she had had nine different doctors in attendance on her dur- 
ing the eighteen months of her continuous confinement to 
bed since the accident, and that each one had made a differ- 
ent or no diagnosis. As given me by the husband and the 
patient, these diagnoses were as follows: acute articular 
theumatism, spinal injury, heart disease, diabetes, sciatica, 
kidney disease, neuralgia of the inside nerves, etc. The his- 
tory and the examination disclosed the following facts: At 
first she suffered from general aching all over the body and 
later these pains settled in localities, chiefly in the back, 
head and the knees. When I first saw her the knees were 
swollen to three times the normal size, reddish inflamed, 
surface, hot and very painful to the touch, so much so that 
the bedclothes had to be supported above them. To all ap- 
pearance they simulated the condition as found frequently in 


decided melancholic, bordering on insanity, as may be in- 
ferred from the fact that it was not until after a number of 
visits that she could be induced to even talk to me or con- 
sent to any further examination, remaining perfectly mute. 
Later, however, examination revealed a complete protrusion 
of the uterus from the vulva, greatly congested (or, in fact, 
raw), in appearance, as the patient lay on her back in which 
position she had remained for weeks before. She was suf- 
fering very much with this condition of her uterus but had 
succeeded in concealing it entirely. She was very much 
emaciated from her long suffering and confinement, and 
had developt symptoms of heart, lung and kidney disorders 
beyond all doubt or cavil, aside from her abnormal condi- 
tion. I reposited the uterus under aseptic precautions, tam- 
ponaded the vagina with gauze, applied a T-bandage, and 
painted the surface of both knees with equal parts of oil of 
peppermint and wintergreen, covered with absorbent cot- 
ton and oiled silk, and retained with a bandage. The patient 
immediately began to improve and in six weeks was able 
to come to town and walk up a flight of stairs to my office. 
A proper external-support gave her permanent health after- 
ward. My diagnosis at the time I noted as procidentia uteri, 
complicated with neurasthenic insufflation of both knees— 
in other words, hysterical knees, which together with the 
other conditions above referred to, being dependent upon 
the abnormal uterine condition. 


In this connection let me also cite the cases recorded 
by Dr. E. C. Dudley in his late work on “Diseases of 
Women,” page 474: “A patient consulted one of the most 
distinguisht ophthalmologists in America for a long-stand- 
ing, severe and obstinate neuralgic eyeball. As the only 
possible means of relief extirpation of the eye was finally 
advised; this operation the patient declined and the pain 
continued. She was subsequently operated on by Dr. Em- 
met for laceration. In the operation he removed a large, 
wedge-shaped piece of cicatricial tissue from the angle of 
laceration, which nature, in the vain attempt to bridge over 
the gap, had placed there. Immediate and permanent re- 
lief from the neuralgia followed.” “In April, 1878, the writ- 
er (Dr. E. C. Dudley) performed a similar operation upon a 
woman who had for years suffered irom almost constant 
pain in the top of her head. Up to the time of the opera- 
tion every resource of treatment had failed. In this case 
the cervix was not eroded, but from the perseverance of 
someone in making caustic applications it had suffered con- 
siderable loss of substance. The indurated tissue was very 
markt and abundant, so that in its thoro removal an un- 
usual amount of cervix was sacrificed. The pain disap- 


peared from the time of the operation and has not re- 
turned.” 


Dr. C. A. L. Reed reports a case in the “Buffalo Medi- 
cal and Surgical Journal,’ May, 1889: “Mrs. D., age 62, 
was referred to me by Dr. Mallory of Hamilton, in Febru- 
ary of this year. She was markedly aphasic and had an of- 
fensive, muco-purulent discharge from the vagina; the lat- 
ter, of course, being the condition which brought her to me. 
On examination I found the case one of typical vaginitis 
senilis, resulting in occlusion of the upper segment of the 
canal, closure of the os uteri, and practical obliteration of 
the cervix. I at once put her under an anesthetic, tore 
adhesions within the vagina, and forcibly dilated the cervix. 
I should say that from two to three ounces of sanguino- 
purulent mucus escaped. The cavity was curetted and then 
washt out with antiseptic solutions. The canal was kept 


acute or subacute rheumatic arithritis. She had become a 


patulous and the irrigations were continued for a fortnight, 
when she was sent home cured. The interesting fact was 
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that the aphasia began to subside from the moment the 
uterus was relieved of its contents, and that it had entirely 
disappeared when she went home. Her recovery remains 
complete.” 

With reference to this latter case in which, viewed en- 
tirely from the psycho-neurological standpoint, the lesion 
would have been located, according to Broca, in the third 
left frontal convolution; or, according to Meynert, in the 
island of Reil; but viewed from the gynecological view- 
point, the basic lesion, so far as the aphasia was concerned, 
actually existed in the submucous ganglia, which, according 
to Franhenhausen, comprise the termini of the uterine 
nerves. It was here that the morbific impulse was orig- 
inated, which, transmitted to the brain, induced the func- 
tional perturbation of those centers directly involved in the 
production of the aphasic phenomena. 


X-RAY DIAGNOSIS OF URETERAL CALCULUS. 


By ROBINSON, B.S., M.D., ILL. 


At first the x-ray was an uncertain and doubtful 
method for diagnosis of ureteral calculus. However, the 
cultivation and consequent improvement of the method dur- 
ing the past five years has elevated the x-ray to a final court 
of decision in the diagnosis of ureteral stone. From its 
present high perfection, the x-ray is the sovereign method. 
As regards the x-ray there are two classes of physicians: 
The one class claims that a shadow is a positive evidence 
that a calculus is present, and that a negative result indicates 
that a calculus is absent. The other class claims that a nega- 
tive result does not exclude the calculus. 


THE DIFFERENTIAL DIAGNOSIS OF URETERAL 
CALCULI AND OTHER URETERAL DISEASES. 


Hematuria, intermittent hydro-ureter and pyo-ureter 
cannot be positively differentiated from ureteral calculus 
without aid from the x-ray. Practically the x-ray deter- 
mines the difference between patients having hematuria and 
pain with ureteral calculus and intermittent hydro-ureter 
and pain without ureteral calculus. The distended ureteral 
calyces, and pelvis, whether it be due to urine (hydro-ureter) 
or pus (pyo-ureter) presents a shadow of indefinite contour, 
with changing dimensicus and position, by repeated expo- 
sure at similar angles. Ureteral calculus forms a shadow 
with definite contour, unchanging position and dimension 
by repeated exposures at the same angle. The first ex- 
posure of hydro-ureter and pyo-ureter to an x-ray will form 
a shadow, arouse the suspicion of the presence of a calicular 
or pelvic calculus. Repeated exposure, by special local con- 
centration of the x-ray, will decide whether the shadow 
with its definite contour, unchanging dimension and posi- 
tion be calculus or sacto-ureteris with its indefinite contour, 
changing position and dimension. In general, diagnosis of 
ureteral calculus remains among the exclusive methods as 
there is no pathognomonic symptom to differentiate ureteral 
calculus from other renal disease. The old classical symp- 
toms of pain, hematuria and expulsion of calculus are rare, 
of little use and reliability. To-day the only final court of 
precision is the x-ray. The shadow of the x-ray can be 
interpreted by the experienced x-ray specialist only. The 
x-rayist must decide whether it be hepatic or ureteral cal- 


_ culus, or arises from intestinal contents or reflexes. Re- 


peated exposures at the same angle with unchanging shad- 
ow-contour, dimension and location is the test. A fair cri- 
. terion for a good x-ray is the distinct shadow of the trans- 


verse lumbar processes. 


The x-ray shadow does not differentiate ureteral cal- 
culus from hepatic calculus as to contour, dimension and 
location which must be differentiated by other diagnostic 
aids. In one of my patients a distinctly circular-contoured 
shadow, unchanging in dimension and location occurred. 
Thinking it was an ureteral calculus, I incised the kidney 
cortex in Hyrtl’s exsanguinated renal zone with minimal 
hemorrhage but negative results. I then incised the gall- 
bladder or cystitus fellae where the hepatic calculus was 
found located in the neck. The more precise differential 
diagnosis furnisht by the x-ray enables the surgeon to speak 
with more confidence as to the propriety and necessity of the 
operation and lends courage to the patient to submit. 


THE CHEMICAL COMPOSITION OF URETERAL 
CALCULUS IN RELATION TO THE SHADOW. 
We will place on an x-ray plate (I a) a series of isolated, 
chemically pure, crystallized salts corresponding to the 
chemical composition of ureteral calculi, viz. : I. Calcium 


PLATE Ia 


Presents a shadow of 9 isolated chemically pure crystalized salts 
(1-9) lying on a segment of a paste board box and I-IX is _ the 
same series of salts enclosed in gelatine capsules 1-13 x-ray shadows 
of hepatic calculi. 


carbonate. 2. Uric acid. 3. Calcium oxalate. 4. Sodium 
urate. 5. Calcium urate. 6. Tricalcium phosphate. 7. 
Potassium urate. 8. Ammonia magnesium phosphate. 9. 
Ammonium urate. [Xanthine (C5 H4 N4 Q2) and cystine 
(C6 H12 N2 O4) are omitted.]_ However, cystine calculi 
will be found in plate II a, (25 and 28). In plate I a, the 
right row (I to 9) of the isolated, chemically pure, cry- 
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stallized urinary salts, were placed in loose piles of about 
ten grains each on a half segment of a small-sized, thin- 
walled, paste-board box. 

The left row, I to IX, consists of identically the same 
salts as the right row (I to 9) packt somewhat more com- 
pactly in nine gelatine capsules, perhaps about eight grains 
each. They represent compresst tablets of approaching 
calculus conditions. The gelatine capsule confines and en- 
dows the salts with more definite contour and darker 
shadow, due to greater density. It is evident that the cal- 
cium carbonate (Fig. 1) absorbs the most x-rays and, hence, 
is most dense and casts the most intensively black shadow 
in the positive photograph. The sodium urate (Fig. 4) be- 
ing the least dense, absorbs the least x-rays and, hence, casts 
the faintest or lightest shadow in the positive photograph. 


PLATE Iila. 


Presents x-ray shadows of ureteral calculi (1-11) No. 11, about 
% size I extirpated per vaginam. No. 22-45 are shadows of expelled 
urinary calculi. 25 and 28 are cystine calculi. Nos. 9 and 10 I ex- 
tirpated from the ureteral pelvis and calyces by a lumbar incision. 


Ammonia-magnesium phosphate (Fig. 8) casts a faint 
shadow as well as the calcium urate (Fig. 5). Every one of 
the nine isolated, crystalized, urinary salts casts a shadow 
with the x-ray, possessing a definite contour and dimension. 
Hence the position of the patient and plate during exposure 
plays the chief role and not the composition, dimension and 
location of the calculus. It is well known that the examina- 
tion of a large series of ureteral calculi demonstrates chemi- 
cally pure substances in the concrements very rarely. Almost 
all ureteral calculi consist of two, three or more constituents 
—they are compound substances, hence more liable to cast 


a shadow—some faint, some dark shadows. The mixt 
chemical composition of the ureteral calculus aids the cer- 
tainty of a shadow—tho variegated, fragmentary. The left 
two rows (I to 13, Plate I a) are 44 hepatic, surgically ex- 
tirpated calculi selected at random from 13 subjects. The 
calculi were placed on an x-ray plate and exposed similarly 
to a patient with suspected calculus, except as to duration. 
Every hepatic calculus on the plate (I a) cast a shadow with 
definite contour and dimensions. Unfortunately I have 
preserved but few skiagraphs on the living subject present- 
ing x-ray shadows of hepatic calculi and x-ray shadows of 
the same surgically-removed calculus. ‘However, I have ex- 
cellent x-ray shadows of hepatic calculi on the living which 
I removed. We have proved by clinical experience that a 
hepatic calculus will cast a shadow with definite contour, 


PLATE Illa. 

Represents an x-ray of a calculus in the pelvic ureter about 1% 
inches from the bladder which I extirpated per vaginam. I and the 
arrow point to the calculus in the pelvic ureter. II is the x-ray 
shadow of the extirpated exposed calculus, reduced. III is a reduced 
photograph of the same calculus. 


location and dimension in a patient and the calculus extir- 
pated will also cast a shadow. In Plate II a are presented 
shadows of twenty-four surgically-extirpated ureteral cal- 
culi from nine different subjects. Fig. 9 and Fig. 10 cor- 
respond to Fig. 15 in an x-ray in the living subject which I 
extirpated by a lumbar incision extraperitoneally from the 
ureteral pelvis. Fig. 5 I secured at a post-mortem. It was 
not x-rayed in the living. Fig. 11 was located in the patient 
by an x-ray shadow in the pelvic ureter about an inch from 
bladder, and I extirpated it per vaginam( see Plate III a). 
The x-ray exposure of the extirpated calculus is identical to 
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that on the patient except as to duration. The photographs 
demonstrate that the composition of the ureteral calculus 
does not play the chief role in the formation of the shadow. 
The personal equation is of inestimable value. 

The double row of small urinary calculi (40 in number) 
on plate II a (22-33 and 34-45) represent concrements ex- 
pelled by the patient from the urinary passage. Each cal- 
culus casts a shadow of definite contour and dimension. 
The following is the essential composition of the expelled 
urinary calculi in plate II a: 22 (mixt urates), 24 (urates), 
25 (cystine), 26 (urates),-27 (fragments of trap rock), 28 
(cystine), 29 (urates and oxalates), 30 (uric acid), 31 (mixt 
urates), 32 (triple phosphates), 33 (triple phosphate), 34 
(calcium oxalate), 35 (calcium oxalate), 36 (uric acid and 
magnesium phosphate), 37 (calcium oxalate), 38 (uric acid), 
40 (calcium oxalate), 42 (uric acid and oxalate of calcium), 
44 (urates), 45 (ammonia magnesium phosphate). 

The photographs of the calculus x-rays serve for com- 
parison between a calculus within a patient casting a shadow 
and a surgically-extirpated, exposed calculus casting a 
shadow. The experiments demonstrate in my opinion that 
with perfected technic (especially as to position of patient) 
every ureteral calculus will cast a shadow regardless of loca- 


tion, composition or dimension. 
(To be concluded in February issue.) 


Meatorrhaphy. 


This ungainly word is used to describe the operation practist 
by Dr. J. P. Lord, Professor of Surgery in Creighton Medical 
College, Omaha, when stenosis of the external meatus creates a 
difficulty in urination. In a paper in Journal of the American 
Medical Association, Oct. 31, he describes the method. The 
mucous membrane of glans and a little of that of the urethra is 
cut by an incision toward the frenum and the wound made ta 
gape as shown in Fig. 1. Sutures are then introduced as pic- 
tured in Fig. 2, fine catgut being used. When tied they have 


the appearance indicated in Fig. 3—the quite severe hemorrhage 
being controlled by their traction. The case requires no after- 
care, the patient is saved much suffering, the surgeon unpleaant 
and unnecessary responsibility, and it is unnecessary to divide 
the tissues deeply to get the same results. If it is done to en- 
able the surgeon to use the cystoscope, this instrument can be 
used in a day or two without blood smearing the lamp, which 
would interfere with the examination. 


Freezing Venereal Ulcers. 

A plan of treatment of chancroid reasonably successful con- 
sists of cleaning thoroly with sublimate solution and careful dry- 
ing with gauze and applying ethyl chloride spray at a distance of 
twenty centimeters for three to five minutes, varying with the 
size of the ulcer, freezing the tissue without danger of gangrene. 
The thawing is followed by reactive hpyermia and some hemor- 
rhage of short duration. Iodoform powder is sprinkled upon the 
frozen ulcer, and a bandage is applied. 
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EDITORIAL NOTES. 


More Reorganization Trouble. 


The St. Louis Medical Society is not the only one which 
declines to be “reconstructed” on the lines dictated by the 
American Medical Association. In Iowa there is a very deter- 
mined opposition in more than one part of the state. It is 
claimed that this year the “revised constitution” was forced 
upon the Iowa State Medical Society and by “gavel rule” declared 
“adopted” when there were only 35 members present. Three 
of the most important local societies in the state: those at Bur- 
lington, at Iowa City and at Dubuque, have declined to apply 
for charters and will probably refuse to be coerced. If the Iowa 
State Medical Society refuses to receive delegates from these 
organizations some of the oldest and best members will no 
longer belong to the state association. 


The Situation at lowa City. 

The Iowa City Republican of Nov. 5, 1902, says: “At the 
meeting of the Johnson County Medical Society held last week, 
the plan of reorganization adopted by the state society at Sioux 
City was considered. A report from a special committee, con- 
sisting of Drs. Hobby, Littig and Harriman, was presented, 
which went over the history of the plan of reorganization, con- 
tending that the new plan would prevent the members from 
exercising that proper sovereignty necessary to maintain their 
rights and to prevent the control of the organization by design- 
ing persons. It was pointed out that heretofore the societies 
have been democratic in form, largely voluntary in exercise of 
rights and privileges of membership, the object being to do the 
greatest good to the greatest number. Under the new plan the 
committee contended that the power of control would be placed 
in the national society, and largely in the hands of ex-officio 
members. The committee opposed the plan to dissolve the old 
organization and in its place ask for a charter by the state or- 
ganization. The committee offered the following resolutions, 
which were adopted: 

“Resolved, That the members of the Johnson County Medi- 
cal Society are in favor of the most thoro practical organization 
of the members of the medical profession, into constituent socie- 
ties, equitably represented in a house of delegates of a state 
society, which house of delegates shall be composed only of the 
president of the state society ex-officio, and delegates from sov- 
ereign constituent societies of practitioners of medicine. 

“Resolved, further, That the Johnson County Medical So- 
ciety will retain its independence, until such time as a majority 
of the medical profession of Iowa consider it advisable to sur- 
render the sovereignty of the profession, which exists like the 
sovereignty of the people, into the hands of a duly organized 
body representing the profession.” 


Dr. Hobby’s Views. 


Dr. C. M. Hobby, who has been a member of the Iowa Medi- 
cal Society more than thirty years, says—in the same issue of 
the Republican: “Among the reasons for reorganizing the 
American Medical Association, probably the most important one, 
was the strong feeling, amongst general practitioners, that the 
control of the association was getting into the hands of ‘medi- 
cal politicians,’ business combines, etc., that we thought might 
be overcome by more equitable representation. The plan sub- 
mitted and adopted in 1901 provided for representation in the 
National Association, very much after the manner of the United 
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States Senate, that is the county societies to select delegates to 
the legislative side of the state society; and the house of dele- 
gates of the state societies to elect delegates to the American 
Medical Association, who were to constitute the legislative side 
of that body, under the title of the “house of delegates.” But 
in some way not yet disclosed, the whole machinery of reorgan- 
ization was captured in the interests of those same ‘medical 
politicians,’ and instead of fair and equitable representation, we 
were presented with a substitute which exhausts human ingenu- 
ity in providing opportunities from bottom to top for all the ac- 
cessories of practical politics. By introducing a charter system 
and enough ex-officio members of the House of Delegates to 
maintain unchanged and unchangeable the denomination of inter- 
ests, not those of the general practitioner, the plan would prac- 
tically put the entire profession into hands of a self-perpetuating 
board of guardians. Tammany Hall never originated a scheme 
to compare with this machine for making the ‘tail wag the dog.’ 
Of course in political matters, if such a patent device appeared, 
the first question would be to determine what interest would be 
served by it. In this case it would look as if the ‘combine’ went 
outside of the medical profession for a considerable proportion 
of the interests to be served. Great publishing houses, commer- 
cial affairs and manufacturing companies who sell to the profes- 
sion, and usually employ graduates in medicine as traveling 
agents to visit the physicians of this and other states, three or 
four times year, show great interest in the success of this re- 
modeled ‘reorganization.’ It is the belief of the doctors here 
that those specially interested have been too greedy to succeed, 
and that in other states as well as Iowa, the profession are be- 
ginning to feel that they can manage their own affairs without a 
centralized ‘authority.’ ” 


The Opposite Side. 


It will be noted that the situation in Iowa is exactly the 
opposite of the situation in Missouri: In Iowa the county so- 
cieties which refuse to “reorganize” will not be “recognized” by 
the State Association; in Missouri the St. Louis Medical So- 
ciety refuses to “reorganize” while the Academy does reor- 
ganize on exactly the plan outlined by the American Medical 
Association, yet—the Missouri State Medical Association ac- 
cepts delegates from the St. Louis Medical Society and turns 
down the Academy. Consistency, thou art a moss agate! 
Brother Simmons of the Journal of the American Medical Asso- 
ciation discreetly keeps silence; it is “golden” for him to do so. 


GYNECOLOGICAL NOTES. 


Extensive Hysterectomy for Cancer. 


The operation so strongly advocated by Dr. Emil Ries, of 
Chicago: Abdominal hysterectomy with dissection of all in- 
fected glands, has a powerful endorsement in a report of the 
late work of Jonnesco, of Bucharest. He removes not only the 
uterus, but also the cellulofatty tissue of the pelvis, iliac fossa 
and lower lumbar regions, with all the lymphatic vessels and 
ganglia contained in it. The field of operation is drained thru 
the vagina, the long wicks replaced by a short one in twenty- 
four hours. He proclaims that this thoro evacuation is a ra- 
tional, possible, benign, easy and effective operation for re- 
moval of malignant disease, when the lesion is circumscribed, 
and it is possible to remove everything and leave none of the 
cellular tissue and lymph ganglia. The free margin of the pel- 
vic colon is sutured to the iliac and vesical peritoneum to shut 
off the abdominal cavity. He does not undertake this operation 
unless the patients are still in comparatively good health. He 
has operated by this method eighteen times during the last two 
years. In ten cases the cancer was circumscribed and the pa- 
tients recovered rapidly. In eight the parametrium was already 
involved, and three of the patients have since died. There has 
been no recurrence in any of the cases reported. 


lodine for Puerperal Sepsis. 

Dr. W. R. Pryor, of New York, in an article in New York 
Medical Journal, reports the results in thirty-seven patients 
treated by iodoform gauze packing. In thirty-six cases strepto- 
cocci, generally mixt with other germs, were found in the uterine 
cavity, while in all the cases streptococci weré found in the 
pom or lymph, or free pus from the cul-de-sac. By the appli- 
ms 9 of massive iodoform dressings the author succeeded in 

erilizing the pelvis—at least, so far as cocci were concerned. 


In all cases but one, not a single coccus could be detected in the 
second dressing. When the iodoform is brought in contact with 
a serous membrane it at once gives up its iodine partly in obed- 
ience to the influence of heat and partly to the chemical action 
of the blood-serum. Local iodism is within a short time pro- 
duced, and it is this which sterilizes the pelvis. In many cases 
iodine was found in the urine in five hours, in others in two 
hours. There were thirty-seven operations; twenty-seven patients 
had not been previously operated on, and only one died; while 
ten had been cureted previously, and three died; thus confirm- 
ing the author’s belief in the mischievousness of mere curetment 
in these cases. In all operations, either enteroclysis or intra- 
venous infusion of normal saline solution accompanied the opera- 
tion for purposes of facilitating the elimination of iodine and 
toxins by the damaged kidneys. 


Ichthyol in Puerperal Sepsis. 

MacPherson (New York Medical Journal) has treated five 
cases of puerperal fever, with brilliant success, by means of ich- 
thyol. Two methods of using the drug were employed. Three 
patients had the uterus packt at intervals with gauze saturated 
with dilute ichthyol. Two of the patients had equal parts of 
ichthyol and glycerine, in one drachm quantities, injected into 
the uterus. The author sums up the results he has obtained as 
follows: “The remarkable results which have followed the use 
of ichthyol in these five cases, three of which were desperate 
ones, have led me to believe that it is a valuable remedy in this 
dangerous disease. The objection may be made that the pack- 
ing had as much to do with patient’s improved condition as the 
ichthyol, but in two of the cases reported no packing was used, 
and the drug was simply injected into the uterine cavity after 
free irrigation. I am aware that at least one case of severe 
depression following the application of ichthyol to the cavity of 
the uterus has been reported. But no such untoward symptoms 
appeared in any of the cases here mentioned. However all these 
patients were being well stimulated with strychnine and ammon- 
ium carbonate at the time. Instead of any unpleasant symp- 
toms arising, exactly the opposite were observed; in fact the 
drug acted like a specific. Not only were the pulse and tempera- 
ture reduced, rigors ceast and discharge lessened, but patients 
had a feeling of well-being following the use of ichthyol, which 
was a pleasant contrast to the appearance of mental and physical 
suffering which one often witnesses in these cases.” 


SURGICAL NOTES. 


About Flat-Foot. 


Dr. Edward K. Thompson, in New York Medical Journal, 
January 17, says that flat-foot occurs in rheumatic or gouty af- 
fections of the lower extremities in the majority of cases, but 
flat-foot is frequently observed where there is swelling or edema, 
especially of the feet and ankles, and in all probability macera- 
tion of the tissues causing stretching or weakness of the struc- 
tures. This form is particularly painful and characterized by 
sharp muscular spasm and constant pain of the foot and legs, 
more markt after rest, and especially on rising in the morning. 
In rickets the flattening of the arches is due to the laxity of the 
ligaments and tendons, and is also produced by knock-knees, 
which cause also a mechanical valgus. This form is usually not 
painful. Paralyses cause flat-foot when they affect the calf or an- 
terior leg muscles, by permitting stretching of the tendons and 
muscles and causing lack of support to the arch. The contrac- 
tion of the opposing muscles aggravates the condition. This va- 
riety is also usually not painful. General muscular weakness 
causes simple flat-foot by stretching of the tendons and is not 
usually painful. Traumatism may be either direct or indirect. 
There may be tearing of ligaments, breaking down the arch, 
causing an exceedingly painful form of flat-foot. Indirect trau- 
matism includes cases which are caused by overweight and long 
standing. There is usually more or less pain with this form. 
There are also varieties due to disease or injury of the adjacent 
parts, such as tuberculous ankle-joint disease, tumors, Pott’s 
fracture, etc. He describes the anatomy of the arch of the 
foot and the symptoms of the disease. The treatment is essen- 
tially mechanical. Mild cases can be relieved by adhesive plas- 
ter straps. The mechanism of reduction is described by him as 
follows: “Grasp the foot firmly and extend it sharply on the 
tarsus (this increases the space between the internal cuneiform 
and the astragalus). Then forcibly invert and adduct the foot 
and flex it again to 90 degrees, maintaining the adducted and 
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of the capsule or any abnormality of the joint. The operation 
was followed by no reaction, and when the wire was removed 
five weeks later the result was good. Six months after operation 
the joint appears perfect. 


inverted position. This will bring the scaphoid back into place 
and re-establish the relations of the arch. With the foot held in 
this position adhesive plaster straps are applied firmly, by at- 
taching one end over the instep and bringing the other end over 
the outer side of the foot, under the sole, and upon the inner 
side of the foot, crossing over in front of the ankle joint and up 
around the calf in a spiral manner to just below the knee. A 
second, third and fourth strap are applied in the same manner. 
Short straps may be applied dnteroposteriorly around the heel, 
crossing at the instep to hold the foot more firmly, but these are 
not essential. Plaster of Paris is applied in aggravated cases 
(in which an anesthetic is used) in the same manner and after 


Excision of Entire Colon. 


Removal of the entire colon is reported by Lanphear, of St. 
Louis, in International Journal of Surgery for August. The oper- 
ation was done December 21, 1902 on Mrs. Sarah B., a patient in 
St. Anthony’s Hospital, Effingham, under the care of Drs. J. N. 
Groves and J. B. Walker. She was a fairly strong woman of 62 
years, the mother of six children; she had suffered from a 


the same method of reduction. This dressing holds the foot in 
varus, or inversion. The adhesive plaster straps must, of 
course, be a temporary dressing, or be renewed frequently. They 
are usually employed while steel insoles or braces are being 
made. I should like to call attention to the fact that ready-made 
insoles are impracticable, because each case differs from every 
other in the character of the deformity; therefore a plaster cast 
should be made of each foot, and cut out to correct the deform- 
ity, and the insole must be fitted to this cast.” Insoles, he says, 
are used in milder cases and should Le worn for a long time 
until the arches are restored to their normal condition. He de- 
scribes the forms of braces and suggests the proper use of the 
feet to prevent flat-foot, educating the patient to use the heel 
and toe method in walking, the foot parallel rather than on di- 
verging lines, in running or jumping to catch the weight on the 
front of the foot rather than on the heel. This point, with the 
added one of careful attention to “running over of the heels” 
will do much toward prevention. He also advises against the 
use of rubber overshoes, patent leather or enamel shoes or any 
waterproof footwear. 


Tuberculosis of the Spine. 

Shall we operate in advanced Pott’s disease? Ferguson, of 
Chicago, and Lanphear, of St. Louis, have each had extensive 
experience in the work and favor it under certain conditions— 
especially for recent paraplegia. In a recent article (Journal 
American Medical Association) Clarke agrees in this, saying that 
when paraplegia develops rapidly and involves the sensory as 
well as the motor functions operative interference is necessary, 
but in other cases rest in bed with some form of extension should 
be tried; this failing, a skiagraphic examination should be made 
and the choice then lies between laminectomy and lateral drain- 
age. Removal of the transverse process alone, when guided by 
a skiagraph, will be sufficient to open a large abscess. He ad- 
vises against curetting out the abscess cavity blindly, as the 
cord may be exposed behind it. When there is a sharp angular 
deformity in the spine the cord will not be in danger of being 
bruised during the introduction of the tube, but when the spine 
is nearly straight the tube should be introduced in a forward 
direction. The daily injection of a small quantity of mild car- 
bolic lotion may be made thru the tube. The transverse pro- 
cesses on both sides of the spine may be removed in order to 
obtain thoro drainage. Clarke considers Keeley’s operation too 
dangerous in ordinary hands. Menard’s costo-transversectomy 
involves the risk of injury to the pleura. If the removal of a 
transverse process does not reveal an abscess, laminectomy may 
be proceeded with, either immediately or after an interval, and 
the presence of a lateral opening will produce an easy outlet for 
further suppuration and probably prevent extension of tubercu- 
lar infiltration around the spine. He objects to weight exten- 
sion as confining the patient to bed too closely. If bedsores 
threaten, a water bed should be used. He thinks that the frame 
of iron gas-piping of Bradford’s, on which canvas is stretcht and 
on which the patient can be carried is better than weight exten- 
sion. Plaster-of-paris corsets and poroplastic supports are hot 
and heavy, but for temporary use molded troughs of plaster-of- 
paris or felt are useful. 


Shoulder Dislocation. 


In New York Medical Journal July 11, Dr. Carl Beck, of New 
York, reports a case in which, on account of a recurrent humer- 
oacromial dislocation of the shoulder, he operated by exposing 
the acromial surface of the cepsule, which was found to be so 
much relaxt that a fold could be taken up and contracted by mak- 
ing a purse-string suture in it. At the same time a hole was 
drilled into the head of the humerus and into the acromion and 
a medium silver wire carried thru it to ensure retention of the 
head by adhesion formation. There was no evidence of rupture 
of the supraspinatus muscles, or infraspinatus, causing rupture 


femoral hernia of the left side for more than fifteen years, with 
a history of repeated strangulation reduced by taxis under chloro- 
form. On December 19 strangulation again occurred, which did 
not yield to the ordinary treatment; but she would not con- 
sent to removal to hospital until sixty hours had elapst. On 
opening the hernial sac a little after midnight December 22, ex- 
tensive gangrene of the colon was found and eight inches of gut 
—black and friable—were removed, with an end-to-end anasto- 
mosis with a Murphy button. All seemed to be well and the 
mended bowel was about to be returned to the abdomen when 
(a better electric light being secured) it was found that the cir. 
culation in the gut-wall beyond the button was so poor that 
necrosis would be sure to follow. So more colon was drawn out 
and ascertained to be dying—so soft that numerous holes thru 
the intestinal wall were made by even gentle manipulation. A 
median incision was therefore made and thirty-seven inches of 
gut removed, the entire colon being excised. At this time, the 
aged, poisoned patient became so weak that an artificial anus 
was hastily made at the end of the ileum and the lower gut-end 
sutured into the wound, which was speedily closed, as was also 
the hernial opening. In spite of the most improved methods 
of combating shock carried out by Drs. Groves, Walker and 
Ewers, she never rallied, death. from shock (acute sepsis?) fol- 
lowing December 23. The cause of death of the entire large in- 
testine was found to be thrombosis of practically every large 
artery of the mesocolon. Had the better light failed to show the 
extensive pathological] condition present, “another death from 
the Murphy button” might have been counted by the opponents 
of that useful device. 


‘Arthritis in Measles. 


An instance of this unusual complication is mentioned by 
Dr. Robert Craik (American Medicine) the patient being a boy 
aged 7 years who began complaining of pain in his knee. There 
was no traumatism. No scratch or bruise or swelling, but the 
lad limpt a little. The day following pain was less and he went 
to school as usuel, but returned at noon and did not return be- 
cause of pain in his knee. For two days he sat about the house, 
and on the fifth day he was covered with the rash of measles, 
an epidemic of which prevailed. The knee became more painful, 
and he was only comfortable with the leg tixt and resting on his 
left side. There was no swelling or redness, but there was some 
synovial effusian. Thirty days later the effusion was very great 
and was freely evacuated, and a large quantity of synovial fluid 
escaped. Very little stiffness utimately resulted. 


For the Pain of Cancer of the Stomach. 
The New York Medical Journal quotes Robin as advising the 
following mixture for controlling the pain of gastric carcinoma: 
Cocaine hydrochlorate 


Lime water 
A teaspoonful to be taken every hour until relief is obtained. 


Salo! Emulsion for Cystitis. 


In the treatment of cystitis salol may be better given in 
emulsion than in so many capsules as necessary to furnish the 
required dosage; also in acute gonorrhea. The following pre- 
scription will be found useful: 

Salol 
Gum arabic of each 
Gum tragacanth 
Simple Syrup 
Water enough to make 
Mix well. Direct: One or two teaspoonfuls every three to 
six hours. 
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